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® Helps restore and rehabilitate normal bowel function IN CHRONIC CONSTIPATION*® 
e Lightens the burden of CONSTIPATION IN THE AGED’ 
* Gently relieves and controls CONSTIPATION OF PREGNANCY AND PUERPERIUM”**° 
e Effectively counteracts and prevents DRUG-INDUCED CONSTIPATION” 
Smoothly relieves POSTSURGICAL CONSTIPATION 
® Mitigates the hazards of CONSTIPATION IN CARDIOVASCULAR DISORDERS“ 
e Alleviates DIETOGENIC CONSTIPATION” 
e Helps solve the problem of CHRONIC CONSTIPATION IN CHRONIC ILLNESS”**:** 
e Helps ease stress and distress of HEMORRHOIDAL CONSTIPATION" 


because itis 


RELIABLY AND 
GENTLY EFFECTIVE 
IN ALL TYPES OF 
FUNCTIONAL 
CONSTIPATION your Rx for 


Senokot 


TABLETS / GRANULES 


means A GRATEFUL PATIENT 


Recommended Starting Dose: Granules (deliciously cocoa-flavored): ADULTS: One level teaspoonful. IN PREGNANCY: One-half level 
spoonful. CHILDREN over 60 Ib. ; One-half level teaspoonful. SUPPLY: 16, 8 and 4 ounce canisters. Tablets (small, easy-to-swallow): ADULTS: 
tablets. IN PREGNANCY: One tablet. CHILDREN over 60 Ib.: One tablet. SUPPLY: Bottles of 100 and 30. (Maximum adult and pregnancy dose is 
level teaspoonfuls or four tablets twice daily; for children over 60 lb., one level teaspoonful or two tablets twice daily.) 
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EACH "SENOKOT™ TABLET AND EACH LEVEL TEASPOONFUL (3 GM.) OF “SENOKOT’ GRANULES CONTAINS THE TOTAL ACTIVE CONSTITUENTS OF 275 MG. AND 450 MG. RESPECTIVELY OF CASSIA ACUTIFOLIA (SENNA) > 
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NTS WITH SEVERE URINARY PAIN WANT RELIEF NOW 


PYRIDIUM 


eas brand of phenazopyridine HCl 

wo 

= Two Pyridium tablets t.i.d. relieve the pain AVERAGE bose: Adults—2 tablets t.i.d. Children 9 to 

is. of urinary infection in only 30 minutes. Dur- !2 —! tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 
50. PRECAUTI : Pyridi is - 

ing the first 3 to 4 days of therapy, Pyridium, Pyridium is con 

in, .  traindicated in patients with 

- prescribed along with any antibacterial of 

renal insufficiency and/or severe 

your choice, will make your patient comfor Full decage information, 
able until the antibacterial reduces inflam- qyailable on request, should be 

208 mation and controls the infection. consulted before initiating therapy. MORNIS PLAINS, 0.4 
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INFORMATION FOR CONTRIBUTORS 


THe JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


}. Manuscripts should be typed in triplicate, the original and carbon 
s.nt to THe JouRNAL, and one carbon kept by the author. All copy 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not authors’ names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete dats, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required, Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 
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“The experience to date with 
griseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton fonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 

fections of the scalp.” 

Supplied: Furvicin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 


complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY S-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. * CLINICAL MEETING, DECEMBER, 1960, WASHINGTON, D. C. 
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New! Rubin— 
THORACIC DISEASES 


A complete picture of thoracic dis- 
orders and diseases—from simple 
chest muscle strain to metastatic cal- 
cification of the lungs—described 
from etiology through follow-up 
care. 


Prime attention is devoted to the 
problems of intrathoracic neoplasms, 
tuberculosis and the pneumonias. 
Throughout all discussions, cardio- 
pulmonary relationships and their 
significance are carefully integrated. 
The tremendous amount of infor- 
mation to be drawn from roentgen- 
ologic diagnosis is described, ex- 
plained and illustrated. Because 
patients’ symptoms often provide a 
basis for diagnosis which cannot be 
supplied by any other means, the 
authors give careful attention to 
how to elicit a revealing history. 


You'll find up-to-date material on 
safe and effective use of today’s 
antibiotics, steroid medication, inter- 
mittent positive pressure breathing, 
tracheotomy, exploratory thoracoto- 
my for so-called ‘‘coin” lesions. 


By Eur H. Rusin, M.D., Professor of Clini- 
cal Medicine and Morris Rusin, M.D., As- 
sociate Clinical Professor, Thoracic Surgery, 
Albert Einstein College of Medicine, Yeshiva 
University, New York. In Association with 
Grorce C. Leiner, M.D. and Doris J. W. 
Escuer, M.D. 968 pages, 7” x 10” with 461 
illustrations, some in color. $25.00. New! 


W. B. SAUNDERS COMPANY 


Keep up-to-date in your daily practice! 


Saunders brings you new data, concepts 


and techniques of modern medicine 


New (3rd) Edition 
MAYO CLINIC 
DIET MANUAL 


Once you have established that your 
patient needs a special diet, you can 
turn to this manual for all the in- 
formation you'll need to prescribe 
it. This highly useful little volume 
clearly reflects the advances in food, 
vitamin and current dietary practice 
that have been incorporated into 
Mayo Clinic procedure. Coverage 
ranges from self-demand feeding 
schedules for infants to such spe- 
cialized diets as the 700 mg. cal- 
cium test diet. Recent knowledge on 
fat and protein metabolism and 
mineral metabolism in various dis- 
ease states is fully shown. 


Every diet in this manual can be 
adjusted easily to the requirements 
of individual patients. There is a 
general description and a short dis- 
cussion of the adequacy of each 
diet, with a chart showing types of 
foods to be included and excluded 
in each program. Another chart 
shows the approximate composition. 
A dietary pattern is then given with 
sample menus indicating weight per 
gram and approximate household 
measure of each serving. 


By the Committee ON Dietetics OF Tne 
Mayo CLInic, 222 pages, 6” x 914”, spiral- 
binding. $5.50. New (3rd) Edition! 


West Washington Square, Philadelphia 5 


Please send and charge to my account: 


Rubin—Thoracic Diseases ...... 


$25.00 


Fluhmann—The Cervix Uteri and its Diseases 


JAOA 10-61 


Mayo Clinic Diet Manual 


New! Fluhmann— 
THE CERVIX UTERI 
and its Diseases 


A highly authoritative volume de- 
voted solely to management of dis- 
orders of the cervix. Special atten- 
tion has been directed to diagnosis, 
clinical manifestations and both 
medical and surgical treatment. A 
richly illustrated section on Anatom) 
emphasizes clinical applications of 
anatomic, embryologic and _physio- 
logic detail. 


Diagnostic procedures illus- 
trated and meticulously described. 
Dr. Fluhmann explains techniques 
of office examinations, cytologic 
study, analysis of cervical secretions, 
the Schiller Test, tissue biopsies, 
colposcopy and roentgenographic 
study. Coverage of carcinoma in situ 
and of invasive carcinoma is ex- 
haustive. You'll find surgical treat- 
ment described and illustrated in 
precise detail. Criteria for making 
a choice between radiation and surgi- 
cal management is analyzed from 
every point of view. Problems of the 
cervix associated with pregnancy, 
the role of the cervix in infertility, 
and the treatment of the incompe- 
tent cervix are fully discussed. 

By C. FReDERIC FLUHMANN, B.A., M.D., C.M., 
Chief in Obstetrics and Gynecology, Presby- 
terian Medical Center, San Francisco; Clinical 
Professor of Obstetrics and Gynecology, Stan- 
ford University School of Medicine. 556 


pages, 54%” x 10”, with 482 illustrations. 
$14.00. New! 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through ‘“‘smoothage”’ in all types of constipation. 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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reformulated 


all forms of TRI-VI-SOL’, POLY-VI-SOE, 
and DECA-VI-SOL vitamins—to provide 
rational, practical, safe levels of 
vitamins C, D, and A to fit the needs 
of today’s children 


‘Wee Mead Johnson 
Laboratories 


Symbol of service in medicine 


VI-SOE VITAMINS 


TRI-VI-SOLE - POLY-VI-SOLE DECA-VI-SOE 


newly reformulated to complement 
the dietary patterns of today’ infants 


and children 


Beginning with the critical newborn period and continuing through the preadult 
years, new Vi-Sol vitamins supplement and complement the dietary patterns of 
today’s infants and children. They are formulated with consideration of the 
recommendations of the authorities* and of the practical needs of everyday 


medical practice. 


Vi-Sol vitamin drops provide conservative yet assured protection as the baby 
progresses from formula feeding to solid food. When drops are outgrown, 
comparable improvements in levels of C, D, and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


Tri-Vi-Sol® 


Poly-Vi-Sol®+ 


Deca-Vi-Sol®+ 


Drops 
(per 0.6 cc.) 


Chewable 
Vitamins 
(per tablet) 


Drops 
(per 0.6 cc.) 


Chewabie 
Vitamins 
(per tablet) 


Drops 
(per 0.6 cc.) 


Chewable 
Vitamins 
(per tablet) 


Vitamin C (mg.:) 
Vitamin D (units) 
Vitamin A (units) 
Thiamine (mg.) 
Riboflavin (mg.) 
Niacinamide (mg.) 
Pyridoxine (mg.) 
Panthenol (mg.) 
Bu (mcg.) 

Biotin (mcg.) 


60 
100 


3,000 


75 
400 
4,000 


60 
100 


3,000 


I 
1.2 
8 


4,000 
1.2 
1.5 

15 


tAlso a 


60 
400 
3,000 


75 
400 
4,00 
1.2 
1.5 
15 
i2 

5 

3 


Tri-Vi-Sol vitamin drops and Deca-Vi-Sol chewable vitamins are now also available with Iron. 
*J.A.M.A. 169:41-45 (Jan. 3) 1959. 
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LEDERLE INTRODUCES 
A NEW TRANQUILIZER 


A-8 


HELPS THE 
PATIENT 
“BE HIMSELF” 
AGAIN... .CALM, 
YET FULLY 
RESPONSIVE... 
USUALLY 
FREE OF 
DROWSINESS 
OR EUPHORIA 
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TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which has 
shown the capacity to relieve mild to moderate anxiety and 
tension without detracting significantly from mental alertness 
Treated patients have shown little tendency to become sleepy or 
detached from reality, or to experience euphoria as a result of 
the drug. They generally respond normally to everyday situa- 
tions .. . require fewer restrictions on activities, and tend to 
complain less frequently. 

Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindications is available from your Lederle repre- 
sentative, or write to Medical Advisory Department. 


Average adult dosage: One 400 mg. tablet, four times daily. Supplied: 
Half-seored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. 


PIDONE 


Mephenoxalone Lederle 


chemically distinct 
from previous tranquilizers 
CH,O CH,-NH 
i] 
—-OCH.CH C=0 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Compare 
NEW CRISCO’S improved level 
of preferred lipid factors 


80 70 60 


*Besed on U.S. Depgriment of Agricglture data— Marth, 1959 
**Besed on U.S. Department pf Agricylture data—Augtst, 1957 


Ps 50 40 30 20 10 0 10 20 30 40 50 60 70 80 
A 
satus 
IWICE THE LINOLEIC 
ACID (tptal 
i U.S.jdietary ft consurmp- 
capifa average)** 
La 
| 


You, as a physician, know the desirability of 
adequate sources of linoleic acid even in 
normal diets. Your wife knows how important 
shortening is in preparing fine-tasting foods. 

Today’s prudent diets dictate a more bal- 
anced intake of preferred unsaturates—even 
though a direct causal relationship between 
dietary fats, serum lipid levels, and cardiovas- 
cular diseases is not yet proved. 


Helps you prescribe diets patients will follow! 


Your patients know the desirability of real 
shortening for all frying and baking because 
of the wonderful eating characteristics it alone 
gives to many foods. In fact many of our favor- 
ite foods, for example most cakes, cookies, and 
pastry, can only be satisfactorily made with a 
real shortening, not salad oil. And you know 
how difficult it is to give up favorite foods— 
even on doctor’s orders. 


The importance of new Crisco 


Hence the importance to you and your pa- 
tients of new, improved Crisco: A highly unsat- 
j urated vegetable shortening, new Crisco now 
provides approximately double the linoleic acid 
(23-26 per cent) of other leading all-purpose 
shortenings—and a total of 72-78 per cent 
unsaturates. In one-half cup of new Crisco 
there are actually 22 grams of linoleic acid. 
For you, this technical achievement means 
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NEW 


THE HIGHLY UNSATURATED SHORTENING 


doubles the linoleic acid to 

T answer the need for an 
all-purpose shortening in line 

with changing views on dietary fat 


relief from worry about shortenings when 
patients ask your advice about what are the 
preferred fats to use. For these patients, use of 
highly unsaturated new Crisco will permit en- 
joyment of the advantages of the finest vege- 
table shortening — yet it also permits them to be 
on the preferred side dietetically. 


Can be recommended with confidence 


New Crisco achieves a more favorable level 
of preferred unsaturates in line with current 
fat concepts and can be recommended with 
confidence. Crisco’s outstanding digestibility, 
performance, appearance, and all-purpose ver- 
satility are unchanged. 


NEW CRISCO 
LINOLEIC ACID CONTENT Fatty Acid Composition 
DOUBLED IN NEW CRISCO (Grams/100 Grams) 
NEW Other Butter —Lard Total Unsaturates 72-78 
CRISCO leading Polyunsaturates . 
all- 30 Linoleic 23-26 
23-26% purpose Others 4-5 
shortenings Mono-unsaturates 44-50 
20 Saturates 22-28 
10 Cholesterol Nona 
3% Salt (Sodium Chloride) None 


As a highly unsaturated vegetable shorten- 
ing, with double the linoleic acid content, new 
Crisco is designed to satisfy not only the needs 
of the good cook but also the new requirements 
of the nutrition scientist and physician. ooze: 
PROCTER & GAMBLE + CINCINNATI, OHIO 


Your wife can tell you why real shortening is needed for good cooking... 
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a N ew 
unique product for 
Nausea and Vomiting 

of Pregnancy 


motion sickness | 
inner ear disturbance 


Bucladin 


pleasant-tasting Softab* form 
melts quickly in the mouth 
no water needed. 


attacks basic causes centrally 


and peripherally. 


contains both antiemetic 


and antispasmodic. 


well tolerated - long acting. 


Each Softab Contains: 
Buclizine Dihydrochloride . 50 mg. 
Vitamin B, 10 mg. 
Scopolomine (Hyoscine) .. 0.2 mg. 
AtPOPING 0.05 mg. 


lower in cost. 


Hyoscyamine .......... 0.05 mg. 
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Write for samples and literature 
THE STUART COMPANY, PASADENA, CALIFORNIA : 


...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 
DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation. ..and 
often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 
aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
information on use accompanying the package or available on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DecaDRON dexamethasone, 500 mg. of 
aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 


dexamethasone with aspirin and aluminum hydroxide *The term ‘‘antidoloritic’’ has béen coined by Merck Sharp & Dohme to describe an agent designed 
to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


F 0 R co N Ss E RVATIVE MANAG E M E NT Decacesic and DECADRON are trademarks of Merck & Co., Inc. 
OF MUSCULOSKELETAL SYNDROMES &D MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 


Coon 
® 


Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

’ Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Squibb Quality — 


Mysteclin-F 


the Priceless Ingredient 


Squibb Phosphate-Potentiated Tetracycline plus Amphotericin B (FUNcIZONE ) 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


vaginal cream vaginal gel 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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mental confusion to | the right frame of mind 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT” 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 


non-excitatory. Each TEMPOTROL contains: 

‘ Pentylenetetrazol, 300 mg.; and 
Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* Nicotinic Acid, 160 mg. 

provides a physiologic stimulation of the cerebrum to permit the culatory stimulant for the aged and 

° debilitated with symptoms of mental 
patient to adjust to his surroundings, become part of life itself confusion, depression, anxiety or 

again—and attain the right frame of mind. 

1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. recommended dosage. 

References: 


2. Levy, S.: J.A.M.A. 153: 1260, 1953. 3. Connolly, R.: W. Va. Med. J. 56: 263, 1960. pe a Wy GERONIAZOL TT®* 
tablet, b.i. d. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


PHILIPS ROXANE, INC. Columbus 16, Ohio 
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(dextro propoxyphene hydrochloride, Lilly) 
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Six years of clinical 


experience confirm... 


JANVUIN 


provides effective 
analgesia with minimal 


side-effects—freedom from 


physical dependence 
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To discover what [UN will do, 


prescribe: 


DARVON for “pure” analgesia 
(32-mg. or 65-mg. Pulvules®) 


DARVON® COMPOUND for analgesia plus 
antipyretic and anti-inflammatory action 
(32 mg. Darvon plus A.S.A.® Compound) 


DARVON COMPOUND-65 for increased analgesia 
(65 mg. Darvon plus A.S.A. Compound) 


DARVO-TRAN® when anxiety intensifies pain 
(32 mg. Darvon plus A.S.A.” and Ultran®) 


Bibliography 
1. The Effectiveness of d-Propoxyphene Hydrochloride and Codeine Phosphate as Determined by Two Methods 
of Clinical Testing for Relief of Chronic Pain, J. Pharmacol. & Exper. Therap., 118 :280, 1956. 2. Codeine Phos- 
phate, Propoxyphene Hydrochloride, and Placebo, J.A.M.A., 164 :966, 1957. 3. A Comparison of the Analgesic 
Efficacy of d-Propoxyphene (Darvon) and Meperidine (Demerol), J. Chron. Dis., 8:645, 1958. 4. Dental Thera- 
peutics: |. A Preliminary Report on Dextro Propoxyphene Hydrochloride, J. California Dent. A. & Nevada Dent. 
Soc., 34:479, 1958. 5. A Double-Blind Method for Evaluating Analgesics in Man, Am. J. M. Sc., 235:297, 1958. 
6. Non-Narcotic Analgesia to Simplify Postpartum Care, Obst. & Gynec., 13:22, 1959. 7. A Comparison of the 
Effectiveness of Codeine Phosphate and Dextro-Propoxyphene Hydrochloride, Pennsylvania M. J., 62:186, 1959. 
8. Dextro-Propoxyphene Hydrochloride plus Acetylsalicylic Acid in the Control of Painful Rheumatic Disorder, 
M. Times, 87 :1637, 1959. 9. An Evaluation of Dextro Propoxyphene Hydrochloride in the Treatment of Headache, 
Univ. Michigan M. Bull., 25:74, 1959. 10. Clinical Comparison of the Analgesic Effects of Dextro-Propoxyphene 
and Other Analgesics, Antibiotic Med. & Clin. Therapy, 6:362, 1959. 11. Evaluation of a New Analgesic Agent; 
d-Propoxyphene Hydrochloride (Darvon") in Preanesthetic and Postanesthetic Management, Anesth. & Analg., 
38:50, 1959. 12. Pain Control with a Mixture Containing Dextro Propoxyphene Hydrochloride, a Mixture Con- 
taining Codeine Phosphate and a Placebo, J. Oral Surg., 17:14, 1959. 13. Clinical Analgesic Study: A Single- 
Blind Comparison of Codeine Phosphate and Dextro Propoxyphene Hydrochloride, Oral Surg., 12:1203, 1959. 
14. Comparison of Efficacy of Three Test Analgesic Preparations, J. Florida Dent. Soc., 30:20,1959. 15. Clinical 
Analgesic Study: II. J. Alabama Dent. A., 44:4, 1960. 16. An Analysis of the Analgesic Effect of Dextro Pro- 
poxyphene Hydrochloride, Phenaglycodol, and Aspirin Combination (Darvo-Tran), Antibiotic Med. & Clin. Ther- 
apy, 6:512, 1959. 17. The Clinical Evaluation of Darvo-Tran in Dental Practice, J. District of Columbia Dent. 
Soc., 34:11, 1959. 18. Pain Control in Periodontal Surgery, J. Periodont., 37 :56, 1960. 19. Darvo-Tran in Anal- 
gesic Therapy: Its Clinical Evaluation in Muscular Skeletal Syndromes, Harlem Hosp. Bull., 7:117, 1960. 20. The 
Use of Darvon Compound after Anorectal Surgery, Am. J. Surg., 99:316, 1960. 21. Analgesic Therapy. II. Orally 
Administered Analgesics in the Control of Pain Associated with Malignant Neoplasms, Antibiotic Med. & Clin. 
Therapy, 7:433, 1960. 22. Effect of Dextro Propoxyphene, Meperidine, and Codeine on Postoperative Pain, 
J.A.M.A., 172:1372, 1960. 23. Analgesic Tests in Oral Surgical Practice, J. Indiana Dent. A., 39:338, 1960. 
24. Dextro Propoxyphene, a New Non-Narcotic Analgesic, J. indiana Dent. A., 40:90 (March), 1961. 25. A Com- 
parison of Three Preparations on Pain Control, J. South. California Dent. A., 27:352, 1959. 26. Dextro Propoxy- 
phene versus Meperidine: An Evaluation of Analgesic Activity of These Hydrochlorides in Postoperative Pa- 
tients, Arch. Surg., 82:429 (March), 1961. 27. The Clinical Evaluation of an Analgesic-Tranquilizer Compound, 
Ilinois Dent. J., 29:11, 1960. 28. A New Non-Narcotic Analgesic in the Relief of Dental Pain, Texas Dent. J., 
77:4, 1959. 

Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 

A.S.A." Compound (acetylsalicylic acid, acetophenetidin, and caffeine, Lilly) 

Darvo-Tran® (dextro propoxyphene and acetylsalicylic acid with phenaglycodol, Lilly) 

A.S.A.® (acetylsalicylic acid, Lilly) 

Ultran® (phenaglycodol, Lilly) 2 120343 
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life is normal again for the = bc on 


Often the only therapy needed to control blood pressure and relieve Nana 


symptoms... potentiates other antihypertensives when used adjunctively 
trichlormethiazide 


...minimal side effects...economically priced. 


For complete details, consult latest Schering literature available from your Schering Rep- 
resentative or Medical Services Department, Schering Corporation, Bloomfield, N. J. $-868 


she wakes 
refreshed 


morning dose controls 
blood pressure all day 


her food tastes better 
(thanks to salt liberalization) 


“cardiac fears” allayed 
(zest for life returns) 


edema relieved 
(shopping easier) 
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In acute and chronic diarrhea the most effective symptomatic 


dual action 


(polycarbophil-thihexinol methylbromide) tab lets 


oa 
é action 1 fast action 2 


= too fluid feces: for too frequent evacuations: 
Exceptional water-binding Superior, yet selective, 

capacity of polycarbophil to nonopiate antimotility action 

absorb free fecal water of thihexinol methylbromide 


(Complete information regarding the use of Sorboquel Tablets is available on request.) 

dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. Severe diarrheas may require 
six, or even eight, tablets in divided daily doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 15 mg. thihexinol methylbromide. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (ax } 
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WHENEVER COUGH THERAPY 
IS INDICATED 


prescription. 


= relieves cough and associated symptoms 
in 15-20 minutes m effective for 6 hours or ! 
longer = promotes expectoration = rarely — 
-constipates agreeably cherry-flavored 


Each teaspoonful (5 cc.) of HYCOMINE* Syrup contains: 
Hycodan® : 


Dihydrocodeinone Bitartrate . 

(Warning: May be habit-forming) 

Homatropine Methylbromide . 
Pyrilamine Maleate . . . 
Phenylephrine Hydrochloride 
Ammonium Chloride. . . 
Sodium Citrate . . 85m 
Average adult dose: One teas poonful after meals and at 
bedtime. May be habit-forming. — law permits oral 


Literature on 
ENDO LABORATORIES 
Richmond Hill 18, New 


j 
_ THE COMPLETE Rx FOR COUGH CONTROL © = 


when G.I. patients 
double up with pain... 
double up on 
symptomatic relief 


(oxyphencyclimine plus ATARAX®) 


In peptic ulcer and functional bowel distress 
ENARAX provides dual relief of symptoms: it decreases acid 
flow and spasm... and relieves tension. 


Plus protection against flare-ups 
ENARAX works continuously... gives dependable 24-hour 
control, usually with b.i.d. dosage. 


Here’s how: ENARAX combines oxyphencyclimine, an inher- 
ently long-acting anticholinergic (no slip-ups due to coatings 
or timing devices), plus Atarax,* one of the best tolerated 
tranquilizers, to decrease tension without increasing gastric 
secretion. The result: demonstrated success in 87 % of cases.' 


Anticholinergics alone are often not enough. But G.I. com- 
plaints like ‘‘burning,’’ hyperacidity, pain, spasm and asso- 
ciated tension have one hopeful thing in common: they 
usually respond to your prescription for ENARAX. 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 tablet twice 
daily—preferably in the morning and before retiring. Maintenance dose 
should be adjusted according to therapeutic response, Use with caution 
in patients with prostatic hypertrophy and only with ophthalmological 
supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 mg.) 
and ENARAX 10 (oxyphencyclimine HCI 10 mg., Atarax 25 mg.), bottles 
of 60. 


1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING 
IS PRESENT: HEPTUNA® PLUS — Balanced Hematinic Formula 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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(7 SPECIAL COUGH FORMULA 


for Children | 


Trademark 
SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chliorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to years, 1 to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: f 
Bottles of 16 fl. oz. 


Exempt Narcotic 


LABORATORIES 
New York 18,N.¥ 
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IN GERIATRIC AGITATION .. 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
| relieves agitation, apprehension, anxiety ¢ 


and ‘screens out”’ 
certain side effects _, 
of tranquilizers, | 
making it 

virtually free of: 


| 


ATION 


DICE 
MI 
ASIA 


SENSITIVITY 


| 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
} effects have been reported with these drugs....Thioridazine [Mellaril] is as effective as the best available 
F phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer in a geriatric group. 
. Our feeling is that Mellaril is superior to the other two, both of which were phenothiazine derivatives.’ 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 


ambulatory and hospitalized patients. —. 
Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. oo 


Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. Judah, L., Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 
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(carisoprodol, Wallace) 


& Wallace Laboratories, Cranbury, New Jersey 


Put your 
low-back patient 
back on the 

payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— 
and fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 


The muscle relaxant with an independent pain-relieving action 


TITRALAC® tasiets PG 


May be chewed, dissolved in mouth, or 
swallowed with water. Each white, mint- 
flavored tablet contains glycine 0.18 
Gm. and Ca carbonate 0.42 Gm. Bottles 
of 100 tablets. 


Patent No. 2429596 


+ 


for immediate 
and prolonged relief 
in peptic ulcer 


and hyperacidity 


@ potency 
@ immediate relief 
(within seconds) 


. @ lasting effect 


@ milk-like action 
@ fresh mint flavor 
non-chalky smoothness 


®@ freedom from effect on = 


TITRALAC® 


Relief from a teaspoonful—not ounces or 
tablespoonfuls. Each 5cc. teaspoonful of 
white, mint-flavored liquid contains gly- 
cine 0.30 Gm. and Ca carbonate 0.70 Gm. 
Bottles of 12 fluid ounces. 
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wherever 
monilial superinfection 
is a particular hazard* 


Terrastatin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


*patients requiring high 
or prolonged 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 


antibiotic dosage 
*patients 
*women, particularly | receiving — 
during pregnancy corticosteroid ¢ 
therapy 
zit 
*infants *diabetics 


IN BRIEF \ 


Terrastatin (oxytetracycline with glucosa- 
mine and nystatin) provides the established 
antibiotic dependability of Terramycin® plus 
the potent antifungal activity of nystatin, 
which has a significant prophylactic action 
against intestinal monilial overgrowth. 


INDICATIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Terrastatin is indicated 
in a great variety of infections due to suscep- 
tible organisms, e.g., infections of the respira- *debilitated or 
tory, gastrointestinal, and genitourinary tracts, elderly patients 
surgical and soft-tissue infections, ophthalmic : 
and otic infections, and many others. The 
added protection afforded by Terrastatin 
against monilial superinfection is especially important for those patients who 
are most likely to be susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily may be indicated. Infants and children: 10-20 mg. of oxytetra- 
cycline per lb. of body weight daily. 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylo- 
cocci is observed, the antibiotic should be 
discontinued, and a therapeutic trial of other 
antibiotics as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption 
and is therefore contraindicated. Glossitis and 
allergic reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing; side effects are 
seldom observed. There are no known contrain- 
dications to glucosamine. 


suppLieD: Terrastatin Capsules, 250 mg. of 
oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Terrastatin for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of glu- 
cosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


Science for the world’s well-being® / PFIZER LABORATORIES Division, Chas. Pfizer @ Co., Inc. New York 17, New York 
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acute, uncomplicated 
urinary tract injections... 
eliective low dose therapy 


brand of nitrofurantoin 


In acute infections of the urinary tract involving gram-negative organisms (predominantly 
coli-aerogenes group), Welling and colleagues’ found that patients responded clinically to 
FURADANTIN 50 mg. q.i.d. “as readily as to 100 mg. dosage.” Particularly with moderate 
fluid restriction, Thompson and Amar’ consider that 50 mg. FuRADANTIN tablets provide “urine 
concentrations sufficient to clear the majority of acute uncomplicated infections”—and with 
“complete obviation of nausea.” Lippman et al.* also reported minimal side effects with 
FURADANTIN 50 mg. q.i.d. in prolonged prophylactic use. 


Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days should be given an 
increased dosage—FuRADANTIN 100 mg. q.i.d. Patients with complicated, chronic or refrac- 
tory urinary tract infections should receive FURADANTIN 100 mg. q.i.d. from the outset. 
FURADANTIN is available in Tablets of 50 mg. and 100 mg., and in an Oral Suspension 
containing 25 mg. of FURADANTIN per 5 cc. teaspoonful. 


REFERENCES: 1. Welling, A.; Watkins, W. W., and Raines, S. L.: J. Urol. 77:773, 1957 2. Thompson, I. A., and Amar, A D.: J. Urol. 82:387, 1959. 
3. Lippman, R. W.; Wrobel, C. J.; Rees, R., and Hoyt, R.: J Urol 80:77, 1958 2 
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An nNOuUNnNTIN x a NEW member of the MULVIDREN family.. MULVIDREN DROPS 
for infants. Pleasant tasting Orange- Vanilla MULVIDREN DROPS are specially formulated 


to provide latest authoritative, safe levels of the vitamins needed for modern infant feeding. 


MULVIDREN DROPS*® 


Each 0.6 cc. contains: DOSAGE: Infants 0.3 cc. on the tongue or in the formula. 
VITAMINS: A...3000 USP Units; D...400 USP Units; | Older Children 0.6 cc. 


C...60 mg.; By...1 mg.; B...1.2 mg.; Bs...0.5 mg.; AVAILABLE: Bottles of 30 cc. at all pharmacies. 
Bi2...1 meg. and Niacinamide...10 mg. 


When formula days are over 


and for all the other members of the family 
pleasant tasting MULVI DRE N r in SOFTAB® form 


melts in the mouth—no water needed—the multivitamin EVERYBODY likes 


EACH TABLET CONTAINS: _ DOSAGE: | tablet daily or more as directed by physician. 
VITAMINS: A...5000 USP Units; D...1000 USP Units; AVAILABLE: Bottles of 50 & 100 tablets at all pharmacies. 
C...75 mg.; B,...2 mg.; Bo...2 mg,; Bg...1.2 mg.; 
(as lonex-12*), 3 mcg.; d-Calcium Pantothenate ...3 mg.; 
Niacinamide ...10 mg. 


*Stuart lonex-12 increases Vitamin B,2 absorption. 


THE STUART COMPANY PASADENA, CALIFORNIA 
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but until a cure is found... 


NOVAHISTINE 


FOR THE EVERYDAY COLDS 
OF YOUR EVERYDAY PATIENTS 


Although Novahistine formulas haven't cured a single cold 
... they have been prescribed for relief of symptoms in 
more than 11,700,000 patients in the last 9 years, according 
to National Prescription Audits. 


Novahistine Elixir 

Novahistine Elixir aids in shrinking congested 

mucous membranes, opening up air passages, promoting 
sinus drainage and helping prevent mouth breathing. 

It helps avoid the necessity for nose drops or other topical 
medication. And, Novahistine Elixir tastes good. 


Each 5 ml. teaspoonful contains: phenylephrine HCI, 
5.0 mg.; chlorprophenpyridamine maleate, 2.0 mg.; 
chloroform, approx. 13.5 mg.; I-menthol, 1.0 mg. 
For children over 6: 1 teaspoonful 3 or 4 times daily. 
For infants: % to % teaspoonful 3 or 4 times daily. 


Novahistine Fortis Capsules 


For adults, and children who have “outgrown” liquid 
medication. Each capsule contains phenylephrine HCI, 
10.0 mg.; chlorprophenpyridamine maleate, 2.0 mg. 
Adults: 2 capsules every 3 to 4 hours. 

Children over 6: 1 capsule every 3 to 4 hours. 


PITM A N “ M 00 R E CO M PA NY DIVISION OF THE aow CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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OUR MAN IN UGANDA 

Dauntless and determined, our intrepid investigator has swung from branch to branch 
through equatorial Africa, interviewing primates of all status groups, to ferret out fact 
from folklore about the common cold. According to Dingle*, colds seem to be exclusively 
a disease of primates. Besides Man, only the chimpanzee has been known to catch colds. 
*Dingle, J. H.: J. Immunology 87:91 (Aug.) 1958. 
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refre shed 
awakening \ 


After a night of deep, ssid sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly...eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
) effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


| “Tslept like a log” 


NOLUDAR 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES »* Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


anorectal comfort... that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
anorectal comfort anorectal comfort 
continue therapy with start therapy with 
® ® 
hemorrhoidal suppositories hemorrhoidal suppositories with 
or unguent hydrocortisone acetate, 10 mg. 
to prevent recurrence of to reduce inflammatory reaction 
symptoms, one Anusol and to provide immediate 
Suppository morning and relief of anorectal pain and 
evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 


mokers of TEORAL GELUSIL PROLOID PERITRATE MANDELAMINE 


MS13 MORRIS PLAINS, NJ. 
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Gelusil protects against acid-pepsin attack : 


Swe 


with a demulcent coating of two gels—relieves 


pain and eontrols excess acid ~promotes 


natural healing—is inherently nonconstipating 
yet contains no laxative. Is this true of 


the antacid you are now prescribing? 


Each tablet or teaspoonful of Gelusil 
contains aluminum hydroxide (Warner-Chilcett) 
4 gr. and magnesium trisilicate U.S.R 7% gr. 


tablets — liquid 


eters of TEGHAL FROLOID FERITHATE 
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He needs his muscles working properly— 
when they aren’t, he needs 


How to use 


Brand of chlormezanone 


for 


painful muscles 


When a muscle is strained, it 
goes into a spasm that produces 
pain; this is followed by more 
spasm for splinting, and then 
more pain. 


When you prescribe Tranco- 
pal, you break this vicious cycle 
and relieve the patient’s dis- 
comfort. Trancopal will ease 
the spasm and consequently the 
pain, and its mild tranquilizing 
effect will make the patient less 
restless. You can then start him 
on purposeful exercise or phy- 
sical therapy. 


In addition to its usefulness 
in syndromes resulting from 
overstraining (such as low back 
pain or tennis elbow), Tranco- 
pal will relax the spasm and 
pain that are features of torti- 
collis, bursitis, fibrositis, myo- 
sitis, ankle sprain, osteoarthri- 
tis, rheumatoid arthritis, disc 
syndrome and postoperative 
muscle spasm. Trancopal is 
available in 200 mg. Caplets” 
(green colored, scored ) and in 
100 mg. Caplets (peach col- 
ored, scored ), bottles of 100. 


Adults, 1 Caplet (200 

g.) three or four times daily; 
children (5 to 12 years), from 
50 to 100 mg. three or four 
times daily. 


LABORATORIES 
New York 18,N.Y. 
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effective against 


rhinitis headache effective against 
sinusitis headache 


clinically demonstrated — Si nutab 


provides “excellent symptomatic relief”’* of sinus and other common frontal 
headaches on just 2 tablets q.4h. Sinutab aborts pain—decongests mucosa — 


relieves pressure—relaxes tension. 


*Flohr, Leonard, et al.: Clin. Med 8:3 (March) 1961. 


mekers of TEORAL GELUSIL PROLOID PERITRATE MANDELAMINE 
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Arrest the Coughs 
that Steal Sleep... 


c 
HRONIC SINUSITIS 


~ 


PHARYNGITIS 


INFLUENZA-COLDS 


Prescribe 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


8-12 Hour Cough Control with a Single Dose 


© Permits Natural Discharge of Mucus 


® Predictable Antitussive Action with Minimum Amount of 
Narcotic through ‘Strasionic’ Release 


TWO FORMS: Tussionex Thixaire™ Suspension @ Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydroco- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
deinone and 10 mg. phenyltoloxamine as resin complexes. Y, teaspoonful q12h; 1-5 years, 4% teaspoonful q12h. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


STRASENBURGH 
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uninterrupted relief 


of anxiety and tension 


Meprobamate, Wyeth 


Maintains control through 
controlled release 


Now EQuanit with the added convenience 
of twice-a-day dosage. EQuaANnit L-A con- 
trolled-release capsules provide uninterrupted 
control of anxiety and tension. 


Effective and specific in action, EQuanit L-A 
does not produce ataxia, extrapyramidal symp- 
toms, or undue sedation. Side reactions are 
rare; held to a minimum by freedom from 
cumulative effect. 


For further information on limitations, administration 
and prescribing of Equanit L-A, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


Helps manage the Gi patient all through the day and night 
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when menstrual cramps make the lightest task a burden 


myo- See -vascular relaxant 


provides direct, non-hormonal 
action on the myometrium to 
relieve painful uterine spasm 
or hypermotility 


VASODILAN does not disturb normal 
menstrual rhythm or flow'?...and can be 


prescribed safely with other therapies. 


PROOF OF CLINICAL EFFECTIVENESS 
In one double-blind study,’ good to excel- 
lent relief of severe menstrual cramps 
was noted in 79 per cent of the patients. 
Another investigator*® notes satisfactory 
relief of dysmenorrhea in 83 per cent of 


the cases studied. 


Contraindications: There are no known contraindica- 
tions to oral administration of VASODILAN in recom- 


mended doses. 


Cautions: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. 


Parenteral administration is not recommended in the 
presence of hypotension or tachycardia. Intravenous 
administration is not recommended because of the 
increased likelihood of side effects. 


Side effects: Few side effects occur when given in rec- 
ommended oral doses. Occasional palpitation and 
dizziness can usually be controlled by dosage adjust- 
ment, Single intramuscular doses of 10 mg. or more 
may result in hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 
or 2 tablets) three or four times daily, 24 to 72 hours 
prior to expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ee.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 


Clin. Med. 8:512-514 (March) 1961. (2) Voulgaris, D. 


M.: Dysmenorrhea: Cramps or Psyche?, Scientific 
Exhibit, Am. Acad. G. P, Philadelphia, March 21-24, 
1960. (3) Voulgaris, D. M.: Obst. & Gynec. 15:220-222 
(Feb.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


uprine hydrochloride, Mead Johnson 
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Didrex doesn’t perform miracles... 
it just helps the obese patient do 


It herself. The reason is simple: persistent, significant 
loss of weight, up to 30 weeks in reported cases, helps to preclude 
the “weight plateau” that so often discourages dieters after a 
few weeks. Thus, time and will become your allies in changing the 


patient’s dietary habits built over months or years of weight ac- 


cumulation. Didrex may be used in closely supervised diabetic, 
coronary insufficient, and hypertensive patients. 


Upjohn 


BRIEF BASIC INFORMATION 


Description: Didrex is the Upjohn brand of benzphetamine 
hydrochloride [(+)-N-benzyl-N, a ylamine hy- 
drochloride]. A sympathomimetic compound with marked ano- 
rectic action and relatively little stimulating effect on the 
CNS or cardiovascular system. 

Indications: Control of exogenous obesity. 

Contraindications: None known to date. However, use with cau- 
tion in moderate or severe hypertension, thyrotoxicosis, acute 
coronary disease, or cardiac decompensation. 

Dosage: Initiate appetite control with 42 to 1 tablet (25 to 
50 mg.) in mid-morning or mid-afternoon, according to the 
patient’s eating habits for several days. Then ‘‘adjust’’ dosage 
to suit each patient’s needs to a maximum of 3 tablets daily 
(150 mg.). 

Side Effects: No effects on blood, urine, renal or hepatic 
functions have been noted. Minimal side effects have been 
observed occasionally: dry mouth, insomnia, nausea, palpita- 
tions and nervousness. 

Supplied: 50 mg., benzphetamine apérochioride, press-coated, 
scored tablets, in bottles of 100 and 500. 

*Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Medlar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960. 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960, 
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When the 
stomach | 
has a nervous) patient! 


fa 


® 


antispasmodic/sedative 


relaxes the tense patient and his jittery stomach...without 
the sedative “‘build-up’’ many patients experience with 
phenobarbital preparations. 


SUTIBEL combines the “time-matched” components—BUTISOL SODIUM® 
butabarbital sodium 15 mg. and extract of belladonna 15 mg.—each having 
approximately 5 hours’ duration of effect. Thus, with Butibel there is no 
overlapping sedation, no antispasmodic gap—t.i.d. dosage keeps the patient 
comfortable without sluggishness. 

Prestabs® Butibel R-A 


(Repeat Action Tablets) 


Available as: BUTIBEL Tablets Elixir 


(McNEIL | ] McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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DAY DATE 


CONDITION; 


9:00 Cervical strain 
9350 Chronic lumbo sacral pain 
10:00 Myositis of capsule R. knee 
10:30 Chronic muscle spasmof general spine 
11:00 Back pain 
11:50 Torticollis 
12:00 
1330 Shoulder tension, bilateral 
2:00 Arthritis —chronic neck (traumatic) 
2:30 Chronic arthritic back 
3300 Sacro iliac pain-—low back 
3330 Non-specific vague muscular pain 
4:00 Fifth Lumbar disc compression 
4:50 Low back pain and stiffness —_ 
5:00 Sacro iliac sprain 7 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 
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Unsurpassed “General Purpose’ and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


Aristocort 


Triamcinolone Lederle 
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(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 


ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 


appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 


ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


CED .eEvVERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
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days, 1 tab. b.id. for one 
Photograph shows 


gic flare-up! 


patient h 


— 
+4. for two days, 1 tab. t.i.d. for two 
— 
—— 
inflammation and ve~*~'~s as well as a high degree of relief 9 5 
i from itching. The; —_tad cleared completely at the end 
x of ten days. Photograph after three days. (Photographs cour- a” 
‘ tesy of M. Murray Nierman, M.D., Calumet City, III.) ee , 


A new achievement in corticosteroid activity: 
CELESTONE (betamethasone) has been called 
“perhaps the most important step ahead since the 
discovery of prednisone and prednisolone...” 
and “unquestionably the most active adrenocor- 
tical steroid we have studied to date.”” Pre-intro- 
ductory clinical studies have established not only 
the high antiallergic/anti-inflammatory activity 
of CELESTONE but also its “low incidence of side 
effects... [and] absence of new toxic effects....”* 


Three significant clinical advantages: In re- 
porting results of a study of 154 dermatologic 
patients, treated up to 9 months, the investigators’ 
cite as “three important clinical advantages of 
betamethasone [CELESTONE]: its almost uniform 
effectiveness at exceptionally low dosages, the 
striking absence of hormonal side effects in our 
series, and the ability of this corticosteroid to elicit 
a good therapeutic response in patients who had 
previously done poorly on other steroids.” 


Rapid remission with new Celestone 


the first major advance in corticosteroid therapy in over 22 years 


Greater utility-ease of use: Gratifying results 
have been achieved with CELESTONE in a broad 
range of steroid-responsive disorders, from bron- 
chial asthma and pollenosis to allergic derma- 
toses, inflammatory ocular diseases and rheuma- 
toid arthritis. Rapid subsidence of allergic or 
inflammatory flare-up can usually be expected 
on average daily dosages of from 2 to 8 tablets. 
The single tablet strength (0.6 mg.) simplifies 
dosage schedules and facilitates proper dosage 
adjustment when patients are switched from 
other corticosteroids, 
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NEW CELESTONE 


Safety-speed factor: Results with CELESTONE in 
353 dermatologic patients” indicate that “its high 
degree of effectiveness and virtual absence of side 
effects in low dosages, which permit a simplified 
therapeutic regimen, make betamethasone 
[CELESTONE] an exceptionally useful cortico- 
steroid in acute, short-term conditions.” 


For complete details, consult latest Schering literature available 
from your Schering Representative or the Medical Services 
Department, Schering Corporation, Bloomfield, New Jersey. 


Bibliography: 1. Gant, J.Q., and Gould, A.H.: Betamethasone: A Clinical 
Study. Paper presented at First Conference on the Clinical Application of 
Betamethasone — A New Corticosteroid, New York City, May 8, 1961. 
2. Nierman, M.M.: The Use of Betamethasone in Dermatology. Ibid. 
3. Frank, L.: The Place of Betamethasone in Dermatologic Practice. Ibid. 


(betamethasone) Tablets, 0.6 mg. 
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FATIGUE 
Spartase 


physiologic anti-fatigue agent 


SERVICE 
TO 
MEDICINE 
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NEW 
physiologic agent 
for many cases 


FATIGUE 


TABLETS 


Spartase 


SERVICE 


TO 
MEDICINE 
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Fatigue ...tiredness... weariness... 
are common patient complaints. 
SPARTASE, a new anti-fatigue 

agent, may now help you manage 
many of these cases. 


Counters fatigue naturally... 

with high order of safety 

SPARTASE provides natural, physiologic 
treatment for fatigued patients. 

It may be used either alone in 
functional disorders or, adjunctively, 
in the presence of organic disease. 


Not a CNS stimulant, enzymatic 
inhibitor or antidepressant. 


In selected cases, SPARTASE 
restores normal work capacity. 
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Tablets 


SPARTASE* 


Potassium and Magnesium Aspartates, Wyeth 


OFFICIAL BROCHURE 


SPARTASE is a mixture of equal amounts of the potassium and 
magnesium salts of aspartic acid. Pharmacological and clinical 
observations have been made which indicate that SPARTASE par- 
ticipates in intermediary metabolism in such a fashion as to be 
effective therapeutically in the management of fatigue. 
General Pharmacological Properties— The IP and PO 
LD; ) values for SPARTASE in rats are 4 and 19 grams/kg., 
respectively. 

The pharmacological activity of aspartic acid has been the subject 
of numerous publications!-$ and need not be reviewed. 


Laborit et al.9:!° studied the effects of the combined K and Mg 
aspartates on groups of white rats subjected to the standard 
swim test. It was found that duration of swim after this therapy 
was significantly prolonged over that achieved with other regimens 
attempted. After a standard rest period of 214 hours, the aspartate- 
treated animals again swam longer than any other group. 


Plasma ammonia levels were measured in groups of rats similarly 
exposed to swim effort and drug therapy. Increase in ammonia 
levels noted in the controls!! was not seen in the group pretreated 
with the aspartates. 


A group of 16 dogs breathing a mixture of 90% oxygen and 
10% CO, was given the combined salts of aspartic acid parenter- 
ally. Plasma and expired CO, tension decreased, and plasma 
urea concentration increased immediately!?. 


The administration of K and Mg aspartates to athletes demon- 
strated a positive effect on neuro-muscular irritability, a significant 
reduction in existing fatigue and a significant prophylactic effect 
against the induction of fatigue!9-13.14, 

Indications—The use of SparTAsE for the treatment of fatigue 
is not intended to supplant specific treatment for accompanying 
organic disease or to substitute for specific indications for 
potassium. 

SPARTASE has a wide range of clinical utility in the management of 
the fatigue syndrome. It may be used effectively in the manage- 
ment of many fatigue problems, whether or not associated with 
functional or organic disease. SPARTASE is particularly useful in 
treating the tired patient with no evidence of organic dysfunction. 
Dosage and Administration—The adult dose of SPARTASE 
is two 500 mg. tablets after the morning and evening meals. 
Approximately four days therapy are required before subjective 
clinical improvement may be noted; it is suggested that SPARTASE 
administration be continued for at least two weeks before the 
patient is re-evaluated. 

Contraindications and Side Effects—Nausea, abdominal 
discomfort and diarrhea have been noted occasionally. These 
symptoms may be minimized by proper administration of dose 
after meals. 

There are no known contraindications to SPARTASE therapy. 


References. H. Kamin, P. Handler: J. Biol. Chem. 193:873-80 (1951). 

2. H. Resnik, M.F. ye te” J. Med. Sci. /92:520-5 (1936). 3. J.A. Brock- 
man, Jr., S. L. Burson, Jr.: oc. Exptl. Biol. Med. 94:450-2 (1957). 4. H.H. 
Tallan: 3 Biol. Chem. 224 AISC957) 5.B.J. Miller, V. W. Ciacci, S. P. Reimann: 
Growth 5:329-50 (1941). 6. S. Edlbacher, K. Schmid: Helv. Chim. Acta 28: 
1079-88 (1945). 7. D.P. Tschudy, M. Marshall, A. Graff, S. Graff: Cancer 
11:984-95 ae 8. M.N. Mickelson, R.S. Flippin: Arch. Biochem. Biophys. 
64:246-8 (1956). 9. H. Laborit, R. Moynier, A. Trzebski, G. Guiot, C. Baron: 
some, rend. - biol. 151: 1383-6 (1957). 10.C. Vial: Imprimerie des Tournelles, 
Paris, 1959. Laborit, L. Obrenovitch, P. LeGuen: Compt. rend. soc. 
biol. 132; 1359-60 (1958) 12. H. Laborit, P. Niaussat, J.M. pouney. B. Weber, 
J. Martin, C. Baron: Compt. rend. soc. biol. 152: 1094-7 (1958). : Thiebault: 
Bull. mens. soc. med. mil. franc. 52:139-49 (1958). 14. H. aie B. Weber, 
P. Niaussat, J.M. Jouany, G. Guiot, J. Zawadowski, C. Baron: Anesthésie et 
analgésie 15 :480-94 (1958). 
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INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 


“UNUSUALLY GOOD’”! VASODILATION Roniacol Timespan produced significant or complete relief of night cramps 
in a majority of patients.2 Action: specific dilation of peripheral vessels.2 Result: Roniacol increases blood 
flow to ischemic extremities.*5 


ONE DOSE EFFECTIVE ALL NIGHT New, sustained-release Roniacol Timespan brings convenience and protection 
to your patients with night cramps — precludes interrupted sleep by providing nightlong prophylaxis 
with a single evening dose. 


NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective — produces no cardiac 
stimulation, no hypotension, no gastrointestinal stimulation®’”— may be used safely in the presence of 
gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only thirteen 
experienced side effects — none of them major.? 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions 
associated with deficient circulation; e.g., peripheral vascular disease, including generalized 
arteriosclerosis, cerebral arteriosclerosis, varicose ulcers, decubital ulcers, chilblains, 
diabetic endarteritis, Meniere’s syndrome and vertigo due to impaired cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 


SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, 
prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 50 mg per teaspoonful (5 cc). 


REFERENCES: 1. R. E. Sumner, Personal Communication. 2. Reports on File, Roche Laboratories. 

3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 1952. 4. M. M. Fisher and H. E. Tebrock, 

New York J. Med., 53:65, 1953. 5. I. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro 
and L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 

8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 38:1035, 1959. 


Roniacol® — brand of nicotiny! alcohol. Timespan® 


RONIACOL 
TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM, F 


= LABORATORIES « Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 
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Each diabetic patient is an individual 
problem, but certain basic principles 
underlie favorable “margins of 
safety” for all diabetic patients. Four 
of these principles merit every physi- 
cian’s attention: 


(1) Know the patient thoroughly — 
both as a case and as a person. 

(2) Teach the patient carefully —to 
cope with diabetes as a condition of 
life. 

(3) Collect data systematically —for 
periodic and cumulative follow-up. 
(4) Console the patient wisely—even 
virtuous adherence to regimen can- 
not assure “...the reward of freedom 
from vascular disease.”" 


AN AMES CLINIQUICK* 


PA CLINICAL BRIEFS FOR MODERN PRACTICE 


“MARGINS 
SAFETY” 


For higher “margins of safety” in 
day-to-day control, frequent urine- 
sugar tests may be complemented by 
routine testing for urine ketones. 
CLINITEST® provides the practical 
quantitation of sugar needed for aid 
in successful diabetic management. 
ACETEST® promptly detects both 
ketonuria and ketonemia,” providing 
prompt warning of ketosis. 

ACETEST is of special value in diag- 
nosis and treatment of diabetic 
coma,’ as well as in daily control of 
juvenile diabetes, severe diabetes in 
adults, diabetes in pregnancy, and in 


oral hypoglycemic regimens. 


1. Danowski, T. S.: Diabetes 9:292, 1960. 

2. Fajans, S. S., in Williams, R. H.: Diabetes, New York, 
Hoeber, 1960, p. 420. 

3. Lee, C.T., and Duncan, G. G.: Metabolism 5:144, 1956. 


for an extra margin of safety 
in day-to-day control of diabetes 


test for Glucosuria... 
with color-calibrated 


AMES 


COMPANY, INC. 
Elkhort « Indiona 


Reagent Tablets 


standardized urine-sugar test for easily 
read, practical quantitation 


... test for Ketonuria 
with ketone-specific 


ACETEST 


Reagent Tablets 


1 drop of urine—a few seconds—detects 
both acetone and acetoacetic acid 
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...motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not sacri- 
fice needed power. This is important. For, only 
ample x-ray output will assure you exposure 
speed sufficient to overcome common motion- 
blurring problems. The Patrician combination 
provides this and more in every detail for radiog- 
raphy and fluoroscopy. For example: full-size 
81” tilting table . . . independent tubestand ... 
counterbalanced (not counterpoised) fluoroscopic 
screen or spot-film device .. . fine focus x-ray tube 
. .. fluoroscopic shutter-limiting device to confine 


Progress ls Our Most Important Product 
GENERAL ELECTRIC 
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radiation to screen area .. . automatic x-ray 
tube overload protection. 

Ask about renting: Through the G-E Maxi- 
service® plan, you can have this complete Pa- 
trician “200,” plus maintenance, parts, tubes, in- 
surance, and paid-up local taxes — all wrapped- 
up by a modest monthly fee. Details available 
from your G-E x-ray representative. Or clip 
coupon below. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room R-101 


Send me: () Patrician bulletin 
(1) Maxiservice bulletin 


“NAME 
ADDRESS 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 


. chnieally 
proven. 
effectiveness 


. predictable 
action 


_ virtual freedom 
from griping or 
other wrritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 
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in geriatric patients 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


eliminates the enema and straining at stool 


In geriatric patients,'? Peri-Colace promptly, yet gently, induces bowel 
movements—satisfactory evacuation without straining. It helps to elim- 

» inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.’ 


Experience in practice’? has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 

> cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.” With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.”* 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nov.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 


JOURNAL A.O.A., VOL. 61, OCT. 1961 


A-61 


a 

39361 


chronic g.12h. dosage 

asthma 

unusually low 

incidence of 
gastric 
distress 


AMINOPHYLLINE DURA-TABS 


Oral Sustained Medication* Aminophylline 414 gr. (.3 Gm.) 


Patients breathe easier all day, sleep better all night as each dose of Aminophylline 
Dura-Tabs provides effective blood levels for up to 12 hours. Few patients experience 
gastric distress since only a fraction of the daily dosage contacts the stomach. Economi- 
cal, convenient, well tolerated, Aminophylline Dura-Tabs... 


eases bronchospasm, reduces bronchial edema, increases breathing capacity 


Other indications: congestive heart failure, angina pectoris, paroxysmal dyspnea, Cheyne- 
Stokes respiration. 


Dosage: Adults, 1 to 2 Aminophylline Dura-Tabs q. 12 h.; Children under 10, one-half Aminophylline 
Dura-Tabs q. 8 to 10 h. Bottles of 30, 100, 250 scored Dura-Tabs. 


for Samples please write “tee 


WYNN 


Pea. PHARMACAL CORPORATION 
2,895,881 Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 
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LIFTS 
DEPRESSION 
CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol therapy, her depression has 


lifted and her mood has brightened up — while her anxiety and tension have been calmed down. 
She sleeps better, eats better, and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects of 
energizers and amphetamines. While energizers and 
amphetamines may stimulate the patient — they 
often aggravate anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulafion — they 
often deepen depression and emotional fatigue. 


These “seesaw” effects are avoided with Deprol. It 
lifts depression as it calms anxiety — a balanced 
action that brightens up the mood, brings down 
tension, and relieves insomnia, anorexia and 
emotional fatigue. 


Acts rapidly — you see improvement in a few days. 
Unlike the delayed action of most other antidepres- 


WALLACE LABORATORIES /Cranbury, N. J. 


sant drugs, which may take two to six weeks to 
bring results, Deprol relieves the patient quickly — 
often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely —no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, hypo- 
tension, psychotic reactions or changes in sexual 
function — frequently reported with other drugs. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 
' Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. 
Write for literature and samples. ¢0-3555 
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ngineered 
to perform ™ 
a specific 


function 


specifically designed to help control cough 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. sess 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

supplied: sENYLIN EXPECTORANT is available 
in 16-ounce and 1-galion bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosoge: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—1% to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 
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[ron utilization improves the picture 


Since iron utilization is regulated principally by the hormone, erythropoietin! many anemic patients fail 
to respond adequately to iron alone because of low erythropoietin levels. However, RONCOVITE®-mf— 
containing cobalt, the only the agent that increases formation of erythropoietin—has proved 

ful in iron-deficiency anemia, whether due to chronic blood loss, absorption dysfunc- 
tion, or increased iron demands.* Through cobalt-stimulated erythropoietin, RONCOVITE-mf improves 
iron utilization and produces more rapid increases in hemoglobin and red cells. 
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singularly succes 


Fach tablet tcl shait ac C 7m 15 mg.; 
f fat x ated References: (1) Beutler, E., and ® 
Buttenweiser, E.: The Regulation of tron Absorption: 1. A Search for 
LajJous, J., and Sebastian, F. L.: Cobalt Therapy Anemia, Texas J 
Med. 51-6386 l 3) Ausma f halt-lron Therany ¢ Com- 
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L LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 
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SHORTENS THE 
HEALING TIME... 
DIAPER RASH 


Before application of A and D Ointment—Typical 
diaper rash with excoriation of skin. 


After application of A and D Ointment — Diaper rash 
has completely disappeared within one week. 


OINTMENT 


completely safe, highly effective—heals, soothes and protects / A and D Ointment both treats 
and prevents diaper rash. In seconds, it soothes painful irritated skin—starts to heal excoriation. It may 
be applied liberally at every diaper change, is eminently safe for even the most delicate tissues. Will 
not stain the skin or wash away in body secretions. Easily laundered from diapers or clothing. / A and D 
Ointment is also useful for pressure sores, varicose and chronic ulcers, nipple care (fissured nipples), 


episiotomy and circumcision wounds, eczema, detergent dermatitis, burns, wounds and skin abrasions. 
Available: 14% and 4 oz. tubes; 1 and 5 Ib. jars. Also, A and D Ointment with Prednisolone, 10 and 25 gm. tubes. 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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ANTACIDS 


| CONTROL 
ACID! 


KOLANTYL 
CONTROLS ACID 
AND PAIN! 


Uicer therapy requires more 
than antacids 


“Putting alkali into the stomach does 
i not always relieve pain, even though 
, the acid is completely neutralized 
thereby.””? 


Kolantyl provides the missing 


action—SPASMOLYSIS—plus 3 
additional healing actions 


“_,.our studies indicate that ulcer pain 
in the uncomplicated case is invariably 
associated with abnormal motility.” 


A groundswell of medical opinion now 
indicts gastric spasm —as well as acid 
—in the causation of ulcer pain.’ 


: Kolantyl is so much more than an antacid 


Examine the KOLANTYL Formula: 
| antispasmodic: BENTYL (dicyclomine) Hydro- 
chloride antacids: Magnesium Oxide/Alu- 
| minum Hydroxide Gel demulcent: Methyl- 
cellulose anti-enzyme: Sodium Laury] Sulfate 


References: 1. Altschule, M. D.: M. Se. 6:560, 1959. 
2. Ruffin, J. M.; Baylin, CG. J.; Legerton, C. W., and 
Texter, E.C., IJr.: Gastroenterology 23:252, 1953. 
3. Texter, E. C., et al.: Ann, Int. Med, 51:1275, 1959. 
4. Kasich, A. M.; Boleman, A, P., Jr., and Rafsky, 
J. C.: Am. J. Digest. Dis. 1:361, 1956. 5. Roth, J. L. A.; 
Wechsler, R. L., and Bockus, H. L.: Gastroenterology 


31:493, 1956. 6, Rafsky, J. D.: Gastroenterology 27 :29, 
THE WM. S. MERRELL COMPANY 1954. TRADEMARKS: KOLANTYL®, BENTYL® 
Division of Richardson-Merrell Inc. 


Cincinnati, Ohio/ Weston, Ontario Brochure with full product information available on request. 
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CARDIAC 
EDEMA 


CHLOROTHIAZIDE 


more often than any other diuretic 


“The diuretic effect of this drug has been 
reported in nearly 500 cases of conges- 
tive heart failure. In approximately 86 
per cent of the cases, 1 to 2 Gm. per day 
of chlorothiazide produced a satisfactory 
diuresis. (Loss of weight averaged 5 to 6 
pounds in 24 hours.)”’ ‘‘One group of in- 
vestigators found that chlorothiazide im- 
proved the status of patients in conges- 
tive heart failure to such an extent that 
digitalis could be discontinued. Other 
authors have shown also that digitalis 
could be safely discontinued in selected 
cases of congestive heart failure in which 
there was a regular sinus rhythm.”’ 


Edson, J.N., and Schluger, J.: Amer. Heart JI. P 
60:647, 648, October, 1960. 

Supplied: 250-mg. and 500-mg. scored tablets 

DIURIL chlorothiazide in bottles of 100 ard 1000. 

Before prescribing or administering DIURIL, the ‘ 

physician should consult the detailed information on 

use accompanying the package or available on re- 

quest. DIURIL is a trademark of Merck & Co., INC. 


Ss MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


ANY INDICATION FOR DIURES!IS 1S AN INDICATION FOR Diveeit 
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CLINICAL RESULTS 


in lower disorders 

number diagnosis number 
of patients improved) 
Bah 
42 ULCERATIVE COLITIS 320 
| Fi 
| 
40 SPASTIC COLITIS 39 


PRIMARY SPASTIC COLON 


| from reports on 309 cases), | 


| 124 IRRITABLE COLON 84 
| ka 

| 
| 
| ie 50 MISCELLANEOUS CONDITIONS 39 


mepenzolate bromide 
MOST EFFECTIVE 


| COLONIC ANTICHOLINERGIC 


“CANTIL relieves or reduces diarrhea, distention 

and pain in many patients with functional and 
organic colon disorders.” It provides “...unusually 
effective control of various obstinate diarrheas....’”* 
The activity of CANTIL is “...confined principally 
to the lower gastro-intestinal tract....”? “It is singu- 
larly free of the side-effects commonly encountered 
with anticholinergics.’’? 


DOSAGE AND CONTRAINDICATIONS: “gs or two 
| tablets three times a day, preferably with meals, and one 
| or two tablets at bedtime. CANTIL should be withheld in 

glaucoma. 


TWO FORMS: CANTIL (plain) — 25 mg. scored tablets, 
bottles of 100 and 250. CANTIL with Phenobarbital — 25 
mg. CANTIL and 16 mg. phenobarbital (warning: may be 
habit forming), scored tablets, bottles of 100 and 250. 


1. Kleckner, M. S., Jr.: J. Louisiana M. Soe. 108 :359, 1956. A 

2. Riese, J. A.: Am. J. Gastroenterol. 28 :541, 1957. 

3. Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. LAKESIDE 
78261 
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The first rib: Some clinical 


and practical considerations 


ROBERT W. ENGLAND, A.B., B.D., D.O., 
D.N.B.,* Oaklyn, New Jersey 


The anatomy of the first rib 


The ribs are elastic arches of bone, forming a large 
part of the thoracic skeleton. The first seven are 
connected behind with the vertebral column. In 
front they are connected with the costal cartilages 
which in turn connect them with the sternum (in 
the case of the true or vertebrosternal ribs). The 
upper ribs are less oblique than the lower. They 
increase in length from the first to seventh ribs. 
In breadth they decrease from above downward. 
The greatest breadth of each rib is at its sternal 
extremity. All ribs are felt through the soft struc- 
tures, with the exception of the first, which is hid- 
den by the clavicle. 

The first rib is the most curved, usually the short- 
est, broadest, flattest, and strongest of the ribs. The 
twelfth rib may occasionally be shorter. 

The head of the first rib is small, rounded, and 
short, with only one articular facet for the articula- 
tion with the upper border of the side of the body 
of the first thoracic vertebra. 

The neck is slender, and is usually longer and 
more nearly rounded than the other: ribs. It is 
slightly flattened from above downward, and is 
smooth anteriorly and rough posteriorly for the 
attachment of ligaments. 

The tubercle is fairly large and articulates with 
the transverse process of the first thoracic vertebra. 
It is located at the posterior surface at the junction 
of the neck and body of the rib, nearer the lower 
Submitted to the faculty of the Philadelphia College of Osteopathy 


in partial fulfillment of the requirements for the degree of Master of 
Science (Anatomy), May 1961. 


*Address, 52 E. Bettlewood Avenue 
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than the upper border. It consists of an articular 
portion and a nonarticular portion. The articular 
portion is the lower and more medial of the two 
and has a small ovoid surface for articulation with 
the end of the transverse process. The nonarticular 
part has a roughened elevation and affords attach- 
ment to the ligament of the tubercle. The tubercle 
is more prominent and larger in the upper than in 
the lower ribs. The tubercle of the first rib is thick 
and prominent. There is no angle, but at the 
tubercle the rib is slightly bent with the convexity 
upward so that the head of the rib is directed down- 
ward. The facet on the tubercle is small and articu- 
lates with a corresponding one on the transverse 
process of the first thoracic vertebra. The facet on 
the transverse process of the vertebra is concave 
and faces slightly upward. On this account the 
weight from above is better supported, and in dis- 
placements of the first rib it determines to a great 
extent the direction of the deviation. It is most 
easily displaced upward. 

The shaft of the first rib lies practically in one 
plane, so that if the rib is placed on a plane surface 
it lies almost flat. It has a superior or upper surface 
and a lower or inferior surface. It also has two 
borders, an inner and an outer. 

The upper (also superior or cranial) surface of 
the body is directed upward and forward and has 
a tubercle for the attachment of the scalenus anticus 
muscle, a groove immediately behind the tubercle 
for the subclavian artery, and also a groove for the 
subclavian vein. The tubercle separates the two 
shallow grooves; it is called the scalene tubercle 
and affords attachment for the scalenus anticus 
muscle. Therefore this muscle, as well as the 
tubercle, separates the subclavian artery and vein. 
The anterior groove transmits the vein, while the 
posterior groove transmits the subclavian artery. 
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Fig. |. Superior surface of first rib: (1) ligament, (2) subclavius 
muscle, (3) groove for subclavian vein, (4) scalenus anticus 
muscle, (5) scalene tubercle, (6) groove for subclavian artery, 
(7) first thoracic nerve, (8) first digitation of serratus anterior 
muscle, (9) scalenus medius muscle, (10) neck, and (11) head. 


The posterior groove also transmits the lowest trunk 
of the brachial plexus and also fibers from the first 
thoracic nerve going to the plexus. This is important 
clinically. Behind the posterior groove is a rough 
area for the attachment of the scalenus medius. To 
this surface are attached from before backward 
the following muscles: subclavius, scalenus an- 
ticus, serratus magnus, scalenus medius, levator 
costae, and accessorius. These muscles on contract- 
ing either fix or draw the rib upward. Because of 
the attachments of the muscles posterior to the 
middle of the rib, the posterior end of the rib 
is moved on contracture of the muscles attached to 
the upper surface. 

The lower surface (caudad or inferior) is smooth 
and flat with no groove, but it does itself act as a 
subcostal groove and gives attachment to the ex- 
ternal intercostal muscle. The inner edge is thin, 
sharp, and markedly concave and gives attachment 
to fascia. The lower smooth surface is covered with 
pleura, and the sternal end is enlarged to receive 
the first thoracic cartilage. 

The outer border is convex, thick, and rounded. 
At its posterior part it gives attachment to the first 
digitation of the serratus anterior muscle. It is 
crossed by a shallow groove for the subclavian 
artery. 

The inner border is concave, thin, and sharp. It 
is marked about its center by the scalene tubercle. 
This is found along the inner border and anterior 
groove. The scalene tubercle is also referred to as 
the tubercle of Lisfranc. This is for the insertion of 
the scalenus anticus. Anterior to this is the shallow 
groove for the subclavian vein. 

The anterior extremity is larger and thicker than 
any other rib. It gives attachment to the subclavius 
muscle and the costoclavicular ligament at its upper 
surface. The costal cartilage is directly united to 
the manubrium. It is supplied by the superior inter- 
costal branch of the subclavian artery. 

It is well to note the landmarks of the first rib. 
There are several of importance. The sternal end 
of the rib may be located from the sternoclavicular 
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articulation, the rib being immediately below and 
in back of it. To locate the vertebral end, one 
would locate the vertebra prominens and transverse 
process of the seventh cervical. The angle of the 
rib is at the point of intersection of a horizontal 
line passed through the spine of, and a vertical line 
passed through the tip of the transverse process of 
the seventh cervical vertebra. The angle and the 
posterior part of the shaft may be palpated through 
the anterior border of the trapezius. 

Several vessels are found in relation to the first 
rib. The subclavian artery and vein cross its upper 
surface. The superior intercostal supplies the mus- 
cles in relation to the rib, and a part of the spinal 
column and cord. The spinal branches enter through 
the intervertebral foramen with the eighth cervical 
nerve. The vein drains the same related structures. 
The subclavian vessels carry blood to and from the 
arm at this point. The lymphatic vessels are in 
relation to the other vessels, and those involved are 
chiefly those draining the mammary gland, axilla, 
and arm. The scalene nodes are in relation to the 
first rib as well; they also bear a relation to the 
pleura and lungs. 

The nerves related to the first rib are: the first 
intercostal, nearly all the nerves going to make up 
the brachial plexus, recurrent meningeal, and the 
stellate ganglion with its branches and communi- 
cations. The inferior cervical ganglion would also 
be affected because it is in relation to the first rib, 
at the head of the rib. It should be pointed out 
that the stellate ganglion is usually the combination 
or coalescence of the inferior cervical ganglion and 
the first thoracic sympathetic ganglion. Therefore 
any lesion affecting the nerves in relation to the 
rib may affect not only the nerves, but through 
them many organs and structures some distance 
from the seat of disturbance. 

The thoracic duct terminates in relation to the 
first rib and related structures. It begins at the 
cisterna chyli in the abdomen and ascends through 
the aortic opening or hiatus of the diaphragm. It 
ascends finally behind the aortic arch and the 
thoracic portion of the left subclavian artery along 
the left pleura to the upper orifice of the thorax. 
As it passes into the neck it forms an arch which 
rises about 3 or 4 cm. above the clavicle and crosses 
anterior to the subclavian artery, the vertebral ar- 
tery and vein, and the thyrocervical trunk and its 
branches. It also passes anterior to the phrenic 
nerve and the medial border of the scalenus anticus, 
but is separated from these by the prevertebral 
fascia. It ends by opening into the angle of junction 
of the left subclavian vein with the left internal 
jugular vein. 


Other anatomic considerations 


One must also consider the superior aperture of 
the thorac (the thoracic inlet) and its relationship 
to the first rib. The aperture measures from 2 to 4 
inches. It slopes from behind forward and down- 
ward. The boundaries are the body of the first 
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Superior intercostal 
artery 


Sympathetic trunk 


First rib 


Highest intercostal 
vein 


Nerve to brachial plexus 
Fig. 2. Anterior relations of neck of first rib (right). 


thoracic vertebra, the first ribs, the first costal car- 
tilages, and the upper border of the manubrium 
sterni. The inlet is kidney-shaped, with the first 
thoracic vertebra representing the hilum. Because 
of the downward slope, the anterior part of the 
apex of the lung rises above the anterior boundary 
of the inlet. However, the posterior portion rises 
only to the level of the neck of the first rib. The 
diaphragm of the aperture is fascial, being com- 
posed of Sibson’s fascia. It is pyramid-shaped and 
extends from the transverse process of the seventh 
cervical vertebra to the inner border of the first rib. 
In this way it protects the cervical dome of the 
pleura, which is closely associated with its under- 
surface. The scalene muscles replace the intercostal 
muscles in this area and are internally lined by 
Sibson’s fascia. 

The supraclavicular fossa, the depressed area 
adjacent to the side of the neck, must also receive 
consideration. It is situated medially to the bony 
and muscular elements of the shoulder. It lies 
behind the middle part of the clavicle which brings 
it in relation to the first rib. The depth and size of 


Pleura covering 


apex of lung 
Scalenus anticus 


muscle 


Clavicle 


Trunks of 
brachial 
plexus 


Subclavian 
artery 


Subclavian vein 
Manubrium First rib 


Fig. 3. Relation of structures of the supraclavicular fossa and 
root of the neck to the apex of the lung and its parietal pleura. 
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the fossa will vary with nutrition, body build, age, 
muscle development, and so forth. In women the 
fossa is only a slight dip behind the clavicle, in 
front of the anterior border of the trapezius and 
lateral to the sternocleidomastoid muscle. In emaci- 
ated or elderly patients, the fossa may become quite 
deep, and the clavicle appears to rise up in front 
of it because of the loss of adipose tissue in the 
subcutaneous tissues. 

The trunks of the brachial plexus emerge from 
between the anterior and middle scalenus muscles 
to lie amid the muscular ridges on the floor of the 
fossa. The subclavian arteries rise into the root of 
the neck and pass between the sternocleidomastoid 
and scalenus anticus muscles. The apex of the lung 
is related to the floor of the fossa. The dome of the 
pleura rises above the level of the medial one third 
of the clavicle into the root of the neck. The pleural 
dome is related to the subclavian artery with the 
anterior and middle scaleni muscles draping across 
the pleural dome laterally. Thus one can readily 
appreciate the significance of disorders of the first 
rib and the interrelationships of this fossa by direct 
anatomic connection as well as by structures com- 
mon to both. 

The inferior cervical sympathetic ganglion lies 
between the base of the transverse process of the 
seventh cervical vertebra and the neck of the first 
rib on the medial side of the costocervical artery. 
It communicates with sympathetic roots to spinal 
nerves, the inferior cardiac nerve, and the vertebral 
nerve. The true stellate ganglion is a fusion of the 
inferior cervical ganglion and the first thoracic 
ganglion. It is located in relation to the first rib as 
above or at the head of the rib. 


The relationship of the scaleni muscles 


The scalenus anticus muscle is located deep on the 
side of the neck behind the sternocleidomastoid 
muscle. Its origin is from the anterior tubercles of 
the transverse processes of the third, fourth, fifth, 
and sixth cervical vertebrae. It descends vertically 
to insert via a narrow, flat tendon into the scalene 
tubercle on the inner border of the first rib and 
into the ridge on the upper surface of the rib in 
front of the subclavian groove. It elevates the first 
rib. 

The scalenus medius is the largest and longest 
of the three scaleni muscles. It arises from the pos- 
terior tubercles of the transverse processes of the 
lower six cervical vertebrae and descends along 
the side of the vertebral column. It inserts via a 
broad attachment into the upper surface of the first 
rib between the tubercle and subclavian groove. It 
raises the first rib and aids in bending and slightly 
rotating the neck. Its nerve supply is from branches 
of the lower cervical nerves. 

This third muscle, the scalenus posticus, is the 
smallest and most deeply seated of the three scaleni 
muscles. The scalenus posticus arises from two 
separate tendons from the posterior tubercles of 
the transverse processes of the lower two or three 
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Scalenus anticus 


Subclavian muscle 
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Clavicle 


First rib 


Manubrium 


Fig. 4. Relation of the subclavian artery, clavicle, and first rib. 


cervical vertebrae. It inserts by way of a thin 
tendon into the outer surface of the second rib, 
behind the attachment of the serratus anterior. It 
is occasionally blended with the scalenus medius. 
It raises the second rib and bends and slightly 
rotates the neck. It is supplied by the branches of 
the lower cervical nerves (via the ventral primary 
divisions ). 

When the scaleni muscles act as a group from 
above, they elevate the first and second ribs and 
therefore are inspiratory muscles. Acting from be- 
low, they bend the vertebral column to one or the 
other side. If the muscles of both sides act, the 
vertebral column is slightly flexed. 

The muscles vary considerably in attachment and 
in arrangement of fibers. A slip from the scalenus 
anticus may frequently pass behind the subclavian 
artery. The scalenus posticus may be absent or 
extend to the third rib. The scalenus pleuralis 
muscle (scalenus minimus) extends from the trans- 
verse process of the seventh cervical vertebra to 
the fascia supporting the dome of the pleura and 
inner border of the first rib. 
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Fig. 5. Scaleni muscles, showing separation of subclavian artery 
and vein. 
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The scaleni muscles form a triangle-shaped group 
from the transverse processes of the lower six cervi- 
cal vertebrae to the upper surfaces of the first and 
second ribs. They course downward to drape across 
the lateral part of the apical pleura and form the 
posterior boundary of the area into which the sub- 
clavian and carotid arteries arise from the root of 
the neck. The roots of the cervical nerves forming 
the brachial plexus come through a narrow aperture 
between the scalenus anticus and scalenus medius. 
The trunks of the brachial plexus are formed on the 
surface of the scalenus medius and pass on across 
the floor of the supraclavicular fossa. The first part 
of the subclavian artery arches laterally to encoun- 
ter the scalenus anticus muscle near its insertion 
on the first rib. It then passes behind this muscle 
which separates it from the subclavian vein in front. 
The phrenic nerve crosses the scalenus anticus mus- 
cle in a lateral-to-medial descent. This is the point 
in its course where it is most accessible for purposes 
of crushing or avulsion when temporary or perma- 
nent paralysis of the diaphragm is considered. The 
normal function of these structures is to bend the 
head laterally and anteriorly. They assist in rotation 
to the opposite side. If the head is fixed, they will 
elevate the first two ribs; in this way they become 
accessory muscles of respiration and have a role in 
forced inspiration. 

Dr. Angus G. Cathie has pointed out in lecture 
some important clinical aspects of the scalenus 
anticus muscle. The greater percentage of patients 
with the scalenus anterior syndrome present some 
postural defects, and changes in and irritation of 
this muscle are only a part of the total picture. He 
suggests that the following observations be made: 
(1) note any increase in the plane of the thoracic 
inlet or decrease in the anteroposterior diameter; 
(2) note any narrowing of the costoclavicular space; 
(3) note any drooping of the shoulder girdle or 
even a general picture of poor posture; (4) elicit 
an increase of the cervical curve with a resulting 
restriction of motion in the cervical and upper 
dorsal vertebrae; and (5) detect spasticity of mus- 
culature in the same region as above (cervical and 
dorsal). Shortening of the scalenus anticus muscle 
may follow a chronic increase of the cervical curve 
because the origin of the muscle is constantly being 
brought close to its insertion. 

Dr. Cathie further points out that alteration of 
the periarticular tissue takes place around the first 
rib and that it is between this and the transverse 
process of the seventh cervical ganglion that the 
inferior cervical ganglion is located. This ganglion 
furnishes most of the autonomic fibers which sup- 
ply the upper extremity. Trophic, vasomotor, and 
other such symptoms can be accounted for at least 
in part by this relationship. The scalenus anticus 
muscle is closely related to the lateral pharyngeal 
wall, the ganglionated chain in the cervical region, 
and the brachial plexus of nerves; it also separates 
the subclavian artery from the vein. Variations of 
the muscle are sometimes present and are accom- 
panied by altered relations of associated vessels. It 
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is important to find the primary cause. Many thera- 
peutic procedures are palliative and do not deal 
with the primary cause. Surgical intervention, while 
helpful and often necessary, which includes such 
procedures as division of the muscle or section of 
the first rib in a case of narrowing of the costo- 
clavicular space, misses the prime cause. 

Dr. Cathie points out that the cause of the sca- 
lenus anticus syndrome is often a postural fault 
which should receive attention first. After careful 
examination, treatment should be considered as 
follows: (1) to the local area to reduce the con- 
gestion that is present in most cases, (2) to distant 
parts that manifest altered mechanics, (3) exer- 
cises directed to elevation of the thorax and increas- 
ing circulation while decreasing chronic passive 
congestion, and (4) gradual stretching of the short- 
ened soft parts. 
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Fig. 6. Brachial plexus, between scalenus anticus and medius. 


As will be discussed later, the cervical rib must 
be a consideration in such problems. The trunks of 
the brachial plexus and subclavian vessels stretch 
outward above the abnormal cervical rib or the 
fibrous band connected with it. Irritation of these 
structures may produce sensory, motor, trophic, or 
vasomotor disturbances. The last may result from 
irritation of sympathetic fibers in the lower trunk 
of the plexus rather than from pressure on the 
vessels. In some cases the effects are produced by 
compression of the neurovascular bundle between 
the abnormally attached scaleni muscles (especially 
the scalenus anticus) and the tendinous antero- 
medial angle of the scapula. These muscles become 
more tense if the shoulder girdle droops; they are 
converted into a sort of anatomic pincers. Similar 
effects may be produced by scalene spasm and 
cervicodorsal scoliosis. The shoulder girdle is high 
in children, but there is progressive descent until 
the age of 25. Faulty posture, unaccustomed work, 
or anything that may drive the shoulder downward 
must be considered. Sagging of the shoulder may 
lead to stretching of the neurovascular bundle over 
a normal first rib and produce symptoms and signs 
similar to those associated with cervical rib. 
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‘the patient sitting and the doctor standing behind, 


Motion at the first rib 


The first rib differs in shape from all others, and 
is controlled by a different set of muscles. It does 
not behave in inspiration and expiration like any 
others. The movement of the first rib is upon an 
anteroposterior axis. In inspiration the scaleni mus- 
cles contract and raise the rib, fixing it so that the 
intercostal muscles below may raise all the other 
ribs to increase the diameter of the thorax. The 
first articulates on each side with the first thoracic 
vertebra without any interarticular ligament. There- 
fore it may glide up or down very easily at that 
end. Anteriorly it is closely anchored to the cartilage 
which is united with the sternum. The first costal 
cartilage often shortens and is easily calcified very 
early. Movement is more pronounced in the pos- 
terior half of the rib to which the muscles are 
attached. The costal cartilage joins the sternum 
directly beneath the sternoclavicular articulation 
and often is found ossified early in life. The costal 
cartilage of the first rib is often palpable beneath 
the sternal end of the clavicle. To palpate the outer 
margin or neck of the first rib in thin people, one 
would place the fingers deeply in the root of the 
neck and then press downward and inward on the 
cartilage anteriorly. 

The movement of the first rib is controlled by the 
involved muscles, gravity, pathologic conditions in- 
terfering with normal movement of part or parts, 
age, sex, and weight. 

The thoracic cage moves as a unit during respira- 
tion. The sternum as a whole raises on inspiration; 
the anterior ends of the ribs rise with it and fall 
with it so that a pump-handle type of movement 
takes place. From the third to sixth ribs, combined 
pump-handle, bucket-handle, and lateral move- 
ments occur. The bucket-handle implies a raising 
of the shaft of the rib with relatively fixed anterior 
and posterior points. From the sixth to tenth ribs 
pure bucket-handle and lateral movements occur. 
The floating ribs sidebend and rotate more freely 
than the others. The first and second ribs have a 
pump-handle normal movement, but are varied by 
or influenced by the scaleni muscles which attach 
to them. Any undue contraction of the scaleni 
muscles would have an elevating effect on these 
two ribs so that although the normal movements 
are pump-handle in type, movement as a result of 
the lesions is mainly bucket-handle in type. One 
important clinical point of this lesion, apart from 
any irritation on the first and second intercostal 
nerves, is that the size of the costoscalene triangle 
is reduced so that any of the roots of the brachial 
plexus may be irritated by such lesions. 


Test for first-rib mobility 
The first and second ribs are best palpated with 
placing the flat of the hand over the angles and 
spreading the fingers forward along the course of 


the ribs. It is difficult to feel ribs through the mass 
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Fig. 7. Mechanism of a first-rib lesion. 


of trapezius muscle, but by comparing the two 
sides one is able to denote any discrepancy. One 
should check for approximation or separation, the 
range occurring over the angles of the ribs, the 
range of movement posteriorly (which is very small 
and very difficult to palpate), and positional altera- 
tions (eversions, and so forth) and trace the course 
of the rib from the angle to the sternal end. In exact 
palpation of the first rib, it is best felt in relation 
to the middle of the posterior border of the clavicle 
from behind the patient. Check the ribs also in 
forced respiration. Intercostovertebral joint fixations 
from adhesions occur and cause restricted mobility. 
By releasing these joints one may relieve intercostal 
pain. The tissues overlying the ribs will tell much 
about the situation, and may even be responsible 
for chronic rib lesioning and altered mobility. 


Lesions or subluxations of the first rib 


Lesions or subluxations of the first rib in nearly 
every case consist of an upward and backward dis- 
placement of the vertebral end. This increases the 
obliquity of the rib and fullness or prominence of 
the muscles and tissues in relation to the vertebral 
end. The upper subluxation results most frequently 
from muscular contracture or spasmodic contrac- 
tion. The scaleni muscles are involved, especially 
the scalenus anticus and medius. 

In spasms of the neck and shoulder, the rib may 
be forcibly drawn or forced out of place. The 
deviation is indicated by the tense condition of the 
scaleni muscles and the prominence of the rib, 
particularly at the vertebral end. If both upper ribs 
are involved, the sternum is drawn inward and the 
clavicles and the rib closer to each other, lessening 
the size of the space between the two. There is 
tenderness at the costotransverse articulation and 
in some cases along the upper surface of the ribs. 
There is disturbance of function of the related tis- 
sues and structures innervated by the nerves that 
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are commonly affected by a lesion of the first rib, 
via the stellate ganglion, inferior cervical ganglion, 
or the first thoracic nerve. 

A downward lesion of the first rib is very rare. 
It usually results from a failure of the scaleni mus- 
cles to contract when a demand is made on them, 
or when by fatigue from overexertion they lose 
their tone, and unbalance results, with gradual 
production of a lesion. 

A rib lesion is a subluxation or an immobilization 
of a rib in a position of normal respiratory move- 
ment. It usually results from an incomplete inspira- 
tion or respiration. It may result from a restriction 
which prevents the rib from taking part in normal 
movements, or as a result of direct violence or 
fracture. 

Movements of the thoracic vertebrae are associ- 
ated with or accompanied by movements of the 
ribs, and the reverse is true. The degree of motion 
in these clearly and closely related articulations is 
slight. It has been stated by some earlier writers 
that lesions of the thoracic vertebrae may exist 
without the associated rib being in lesion, and that 
a rib lesion may exist without a lesion of the associ- 
ated vertebra. This may well be true but, after 
considering the integrated movements of the thorax, 
one must conclude that this situation would be 
quite rare. Dr. Angus G. Cathie points out some 
facts to substantiate the rarity of this occurrence 
in a lecture on “Thoracic Motion and Integrated 
Activity of Related Joints,” given at the Phila- 
delphia College of Osteopathy: 

An analysis of the physiologic motions of the thorax reveals 
combined movements of the ribs and vertebrae. It is a 
requirement of normal respiratory activity and what is 
described as normal physiologic movements of the spine. 
Physiologically, then, there is some motion in all of the 
articulations entering into the formation of a thoracic inter- 
vertebral joint or thoracic vertebral unit. In the thoracic 
region we must consider the spinal joints, including the 
costovertebral and costotransverse articulations. A study 
of the Halladay spine and of the prolongation of the fibers 
of ligaments and associated structures gives further evidence 
of the related activity taking place between these sets of 
joints. It is unfortunate that our mental picture of these 
motions has been limited to the gross view, having stopped 
short of the motion of tension of ligaments, fascia, and even 
of related areolar tissue. A lesion may be one of restricted 
motion without change in the relationship of articulating 
surfaces, and due to tension restraining the co-ordinated 
motion of an associated joint. Unless we are able to com- 
prehend the details of joint activity it is impossible to 
understand the greater osteopathic lesion complex... .In 
those rare instances in which one type of lesion (either true 
rib or true vertebral) exists without the associated lesion, 
we must understand that the simple lesion exists for a short 
period of time, and that it will soon be complicated by the 
other. The radiate ligament of the costovertebral joint at- 
taches to the neck of the first rib and sends fibers to the 
body of the seventh cervical vertebra as well as to the first 
thoracic, and is an important consideration in the mechanics 
of the cervicodorsal junction, especially when one considers 
the frequency of lesioning of the seventh cervical and first 
thoracic vertebrae in association with lesions of the first rib. 


Backward bending of the neck (cervical area) 
often is associated with lesions in this area and of 
the first rib. There are no true lesions of the first 
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Fig. 8. Cervical rib. Broken lines show the normal position of 
lowest trunk of brachial plexus, and the angulation of lowest 
trunk of brachial plexus due to traction caused by elevation due 
to cervical rib is indicated by the continuous line. 


rib of the inspiration and expiration type. They 
are called upward and downward subluxations. 


Causes and character of first-rib lesions 


Contracture of the muscles attaching to the first 
rib is of prime importance. They may be displaced 
by trauma in which the neck is violently jerked to 
one side or the shoulders are thrown upward, as 
in falls on the arms and hands. Powerful and sud- 
den contracture of the scaleni muscles may draw 
the rib up at the vertebral end. In all such cases a 
lowering of the rib is indicated because it is not 
held out of place by contracture of the muscles; 
yet, in some cases, the muscles become contracted 
because of injury to them. Stretching to reach 
something overhead is also a common cause of this 
type of lesion. 

Posterior luxations (backward bending) of the 
first thoracic veretbra are responsible for many dis- 
placements of the first rib. In carrying weights on the 
shoulder some change of contour may take place 
in the upper thoracic vertebrae. Lesions along the 
middle and lower part of the neck are primarily 
responsible for costal disturbance on account of the 
effect on the scaleni muscles. Many disorders at- 
tributed to a displacement of the clavicle are actu- 
ally due to an upward subluxation of the first rib, 
as seen in some affections of the arm. 

Many rib lesions are caused by intercostal spasm. 
There is diminished normal exparsion and contrac- 
tion between the two ribs. A common cause is an 
unexpected sneeze or cough. The muscles contract 
and prevent normal movement between ribs. Pain 
occurs along the course of the intercostal space and 
is aggravated by forced respiration or coughing. If 
the muscle spasm persists, adhesions: form and the 
muscle undergoes fibrosis, and a chronic rib lesion 
develops. 

It has already been emphasized that sudden con- 
traction of the scaleni muscles causes an upward 
subluxation of the first rib. This contracture may 
be a protective one, an attempt to ward off a blow 
directed to the head. Carrying heavy weights with 
the head bent to one side with the shoulder girdle 
fixed in a position of support may produce contrac- 
tion of the scaleni muscles, resulting in a first-rib 
lesion. It may result from prolonged exposure to 
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cold, causing contraction. Falls on the head and 
shoulders may cause a rib lesion. 

A downward first-rib lesion may result from fail- 
ure of the muscles to contract when the demand 
is made on them, or when by fatigue from over- 
exertion they lose their tone and unbalance results 
with the gradual production of a lesion. This type 
is very rare. 

In expiration the anteroposterior diameter of the 
thorax decreases, and the rib glides upward at the 
costotransverse articulation. It rotates upward at 
the costocentral joint; it is depressed anteriorly. 

As has been previously mentioned, one must also 
consider such etiologic factors as altered body 
mechanics, the aging process, degenerative diseases, 
chronicity in the area, shortening or calcification 
of the costal cartilage, trauma of all varieties, pos- 
tural defects, and congenital conditions. 


Signs, symptoms, and effects 
of first-rib lesions 


The effects of first-rib lesions vary in different cases. 
Muscles attaching to the rib are usually contracted, 
but this is often a cause as well as an effect of the 
displacement. Tissues attaching to the rib are dis- 
turbed, such as fascia and pleura. Sometimes these 
effects are manifested only as soreness on deep 
inspiration. Vessels may be disturbed by direct 
pressure or by contraction of tissue with which they 
are in relation. Congestion of the spinal muscles, 
the spinal cord, and possibly the upper extremity 
is a common sequel. 

The muscles become contracted, and function of 
the centers located in the eighth cervical and first 
thoracic segments of the spinal cord is disturbed. 
Pain may be found in the arm and along the first 
intercostal space. Cardiac disturbances, principally 
functional in character, are not unusual. This is 
usually via the stellate ganglion in relation to the 
head of the first rib. Pulmonary and bronchial dis- 
turbances and disorders are even more frequent 
than heart affections, as results of lesions. Because 
the filaments from the spinal and ganglionated 
cords that pass to the lungs and bronchi are im- 
pinged by a lesioned first rib the previous condi- 
tions may develop. Circulation to the face and head 
may be disturbed on account of a rib lesion inter- 
fering with the passage of vasomotor impulses to 
the head and face (these impulses go over the 
ganglionated cord and ganglia). 

The throat may become involved through the 
effect on the inferior cervical ganglion and its con- 
nection with the laryngeal nerves. If a patient has 
a hacking cough or other disturbances or disorders 
of the throat characterized by congestion and in- 
flammation, it is advisable to examine the first rib 
as a suspected cause. A lesion may produce its 
effects by direct pressure on blood vessels, but more 
often it is a result of disturbance of the vasomotor 
supply to these parts; this comes to .a great extent 
from the inferior cervical ganglion, spinal cord, and 
the upper thoracic portion. 


: 
> 
| 
4 
| 
ee 
ins 
« 
a 


The thyroid gland may also be affected. Usually 
this is by way of congestion and hypertrophy. The 
rib lesion in some way disturbs the inferior cervical 
or stellate ganglion, and interferes with the vaso- 
motor supply to the gland; the vasomotor supply 
seems to be principally along the inferior thyroid 
arteries. The inferior cervical ganglion gives off 
a branch to this artery and vein, which controls to 
a large extent the amount of blood to and from 
the gland. The vertebral end of the rib is displaced 
upward and backward, thus forcing the head of 
the bone against the ganglionated cord or directly 
against the ganglion. This is not the only bony 
lesion found in diseases of the thyroid gland, but 
it is the most common and most important. 

Also to be emphasized is the muscular involve- 
ment locally and via fascial planes widespread, as 
well as the production of spinal lesions and other 
rib lesions via the continuity and connections and 
body tissues. All the signs of inflammation may well 
be produced. 

Elevation of the first rib will give brachial plexus 
symptoms. Depression of the first rib will give 
intercostohumeral nerve involvement. Tenderness 
in the region of the transverse or spinous processes 
of the first thoracic vertebra may indicate a lesion 
of the first rib or other condition. The first-rib 
lesion may interfere with the nerve impulses car- 
ried over the first thoracic segment to the brachial 
plexus. This part of the first thoracic nerve passes 
up and out over the neck of the first rib and joins 
there with the eighth cervical nerve and, as the 
lower trunk of the brachial plexus, passes over the 
first rib slightly posterior to and below the brachial 
artery. Increased tension on the trunk will result 
in irritation to the internal thoracic (anterior), in- 
ternal cutaneous, lesser internal cutaneous, median, 
musculospiral, ulnar, or first intercostal nerves, as 
they have part of their origin from this segment. 
Many cases of brachial neuralgia can be traced to 
lesions affecting this segment. 

The intercostohumeral nerve is the lateral cutane- 
ous branch of the second intercostal and is affected 
by lesions of the first or second rib, passing out in 
the axillary space between them. This nerve sup- 
plies the skin of the axilla, and assists in the supply 
of the upper and inner part of the arm. 

Pain between the first two ribs in the anterior 
axillary line, or close to the angle of the rib, or near 
the spine of the first thoracic vertebra is often a 
symptom of a first-rib lesion. The pain is localized, 
usually sharp in character, and nearly always con- 
stant. Usually no other organic cause can be seen 
(that having been ruled out by physical examina- 
tion and history). It has been pointed out that a 
rib and vertebral lesion are usually present at the 
same time. 


Diagnosis of first-rib lesions 


Exact palpation is essential to correct diagnosis. It 
has been stressed that palpation is best achieved 
by coming upon the first rib and covering structures 
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as the rib is related to the middle of the posterior 
border of the clavicle (the doctor behind the 
patient). 

Diagnosis of first-rib lesions is based in part on 
restricted motion detected upon forcible inspiration. 
Fullness or depression at the side of the neck where 
the shaft of the rib passes in front of the trapezius 
muscle is another indication. If the doctor places 
his hands on the patient’s shoulders in such a way 
that the third fingers lie along the clavicle, then 
the second fingers will naturally fall on top of the 
first rib. Tests for rib mobility are essential in 
diagnosis. Check also the approximation or separa- 
tion, range over the tubercles, range of motion 
posteriorly, and positional alterations, and follow 
the course of the rib from the vertebral to the 
sternal end. 

A knowledge of the anatomy of the first rib is 
of prime importance in diagnosing first-rib lesions. 
The various clinical aspects and applications already 
have been set forth; these will not be repeated. 
The same is true for the landmarks of the other 
ribs, exact palpation, detection of motion and tests 
for same, and the relationship and detection of 
changes in related structures and tissues. It should 
not be necessary to stress the importance of a good 
history and thorough physical examination in de- 
riving a diagnosis and getting to the true cause 
of the condition. If one has been able to compre- 
hend the material presented to this point, a diag- 
nosis of the first-rib lesion should be rather obvious 
and arrived at with relative ease after a little 
practice. 


Differential diagnosis 


A number of important conditions come to mind 
when one considers differential diagnosis in this 
area. The symptom picture in the various condi- 
tions to be presented is complex, overlapping a great 
deal. Much care and skill are needed. The basic 
etiology must be discerned. Again a knowledge of 
the anatomy of the area is essential, including 
anatomy of the nervous system. A careful and 
thorough history is essential, tracing the course of 
pain, if present, the type, the duration, and so forth. 
The history should be complete, because some 
lesion of the central nervous system may be the 
true cause. The physical examination should be 
comprehensive. It must include not only those 
points suggested by the history or symptoms 
but also more minute examination, which would of 
necessity include detailed examination of the mus- 
culoskeletal system and nerve testing as required. 

Because the first rib and the first thoracic verte- 
bra are so closely related, and because there are 
rarely pure lesions of one without the other (as 
has been stated before in this paper), it is often 
difficult to detect which is the primary lesion. A 
rotation lesion of the first thoracic vertebra turns 
the rib back on the side opposite the direction in 
which the spinous process points. There is a slight 
upward turning of the first rib, but the motion is 
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not greatly restricted when the primary condition 
is the vertebral lesion; the vertebral lesion should 
be corrected first. 

One should also check the lower cervical verte- 
brae for lesions, since this area affords attachment 
for the scaleni muscles. The scaleni muscles are 
supplied by branches from the lower four or five 
cervical nerves. Therefore, cervical lesions may have 
caused a rib lesion. A complete structural examina- 
tion and evaluation of the soft tissues and fascia 
are required both in the immediate area and in 
general. 

Other factors or conditions other than vertebral 
lesions to be considered in a differential diagnosis 
are: fractures, brachial neuritis, scalenus anticus 
syndrome, cervical rib, costoclavicular syndrome, 
and bicipital ribs. Some of these have been men- 
tioned already, such as the condition caused by 
brachial neuritis, which may be related to a first- 
rib lesion or to another cause. Of course such con- 
ditions as pressure-causing tumors must also be 
considered, as well as affections of the central nerv- 
ous system. 

A bicipital rib is rare in man, but when it does 
occur, it is in connection with the first rib. The 
vertebral end has two limbs which lie in different 
transverse planes. It is often the result of a fusion 
of the first and second ribs, in relation to the tho- 
racic vertebra. This may produce symptoms. An- 
other variation to be considered is the replacement 
of the costal cartilage and possibly also the adja- 
cent portion of the shaft of the rib by fibrous tissue. 
Fractures would show up on x-ray examination, 
and there usually will be a history of trauma. 

Brachialgia is pain in one or both arms. Brachial 
neuralgia is characterized by paroxysmal pain which 
extends along the course of one or more of the 
nerves of the brachial plexus. One would differ- 
entiate this by the part affected and the cause, and 
would also be able to isolate the particular nerve 
or nerves involved if the patient is carefully ex- 
amined. The various nerves that may be involved 
have already been mentioned. 

Reference has been made to the costoclavicular 
syndrome. It is characterized by pain and other 
difficulties in the arm and possibly the hand (at 
times it may occur in the hand with no apparent 
arm involvement). This may be caused by pressure, 
stretching, or friction on the nerves or vessels at 
the cervicobrachial outlet. 

Naffziger’s syndrome or the scalenus anticus 
syndrome is characterized by pain over the shoulder, 
often extending down the arm or radiating up the 
back of the neck, as a result of compression of the 
nerves and vessels betwen the rib (first and/or 
cervical) and the muscle. This syndrome should be 
suspected when sensory disturbance exists from 
brachial plexus compression, along with evidence 
of circulatory impairment in the upper extremity. 
It is explained that the action of the scalenus anti- 
cus muscle forces the first rib upward to compress 
the elements of the brachial plexus and the sub- 
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clavian artery between the first rib and the muscle. 

The symptoms of the scalenus anticus syndrome 
and the cervical rib are quite similar. Both are due 
to neurocirculatory compression. Except for x-ray 
evidence of a cervical rib one would have to check 
very carefully to differentiate the conditions. The 
pain in the shoulder and arm is referred with 
varying intensity down the arm. The pain is often 
associated with cramps, numbness, and frequently 
tingling in the hands and fingers. Coldness and 
apparent atrophy of the hand with areas of pares- 
thesia are often found. The pain is aggravated and 
the pulse becomes weaker on exercise, adduction of 
the arm, by pressing against the scalenus anticus 
muscle, and when the chin is hyperextended and 
rotated toward the side opposite the pain. This is 
a result of impingement of the subclavian artery 
and some of the cervical plexus nerves which are 
near the insertion of the scalenus anticus on the 
anterior one third of the first rib. Scaleniotomy has 
been a common treatment; this relieves the symp- 
toms and signs, but success can usually be achieved 
by a more conservative approach. 

The cervical rib must also be considered in dif- 
ferential diagnosis. The ribs are formed from the 
ventral or costal processes of primitive bone bows, 
the processes extending between muscle plates. In 
the thoracic area the vertebral column shows the 
costal arches growing laterally to form a series of 
arches called the primitive costal arches. The trans- 
verse processes grow out behind the vertebral end 
of each arch. It is first connected to the costal 
process by continuous mesoderm, but this becomes 
differentiated later to form the costotransverse liga- 
ment. Between the costal process and the tip of 
the transverse process the costotransverse joint is 
formed by absorption. The costal process becomes 
separated from the vertebral bow by the develop- 
ment of the costocentral joint. In the cervical ver- 
tebrae the transverse process forms the posterior 
boundary of the foramen transversarium, which 
costal process, corresponding to head and neck of 
ribs, fuses with the body of the vertebra and forms 
the anterolateral boundary’ of the foramen. The 
distal portions of the primitive costal arches remain 
undeveloped; occasionally the arch of the seventh 
cervical vertebra undergoes greater development 
and by the formation of costovertebral joints is set 
off as a rib. Therefore cervical ribs are associated 
with and derived from the seventh cervical verte- 
bra. This is important clinically because they may 
give rise to obscure nervous or vascular symptoms. 

The cervical rib may be a mere epiphysis articu- 
lating only with the transverse process of the 
vertebra, but more commonly it consists of a de- 
fined head, neck, and tubercle with or without a 
body. It extends laterally or forward and laterally 
into the posterior triangle of the neck where it may 


- terminate in a free end or may join the first thoracic 


rib, the first costal cartilage, or the sternum. It 
varies much in size, shape, direction, and mobility. 
If it reaches far enough forward, part of the brachial 
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plexus and the subclavian artery and vein cross over 
it and are likely to suffer compression in so doing. 
Pressure on the artery may obstruct circulation so 
much that arterial thrombosis results, causing gan- 
grene of the fingertips. Pressure on nerves is more 
common; it affects the eighth cervical and first 
thoracic nerves, causing paralysis of the muscles 
supplied and neuralgic pains and paresthesias in 
thé area of the skin to which they are distributed. 
No oculopupillary changes are to be found. 

The cervical rib may be classified in the follow- 
ing categories: (1) true ribs which start at the 
seventh cervical vertebra and go to the manubrium; 
(2) those which unite with the manubrium, but 
before doing so have cartilage united for a greater 
or lesser distance with the first rib; (3) those which 
pass forward for a variable distance with either 
end free, or united by a ligament with the cartilage 
of the first rib; (4) those occurring as a short process 
not extending much beyond the transverse process 
of the cervical vertebra, but with a head, neck, and 
tubercle, and articulating with the body and ante- 
rior surface of the tip of the transverse process; and 
(5) those represented by their two extremities only, 
the sternal and vertebral, with or without a fibrous 
band in the intervening gap. 

When a true cervical rib develops, the thorax 
will be higher on the side concerned; this will 
cause a higher course for the subclavian artery. 
However, most clinical problems develop when the 
rib is just long enough to reach the area of the 
emergence of the roots of the brachial plexus. 
Trunks of the brachial plexus come to lie on the 
surface of the cervical rib close to the scalenus anti- 
cus muscle. The lowest trunk is the most vulnerable; 
it may be impinged upon by the rib or caught 
between it and the scalenus anticus muscle, par- 
ticularly during movements produced by the muscle 
or during elevation and abduction of the arm. Sen- 
sory disturbance most often follows the ulnar nerve 
distribution in the upper extremity, although other 
nerves may be involved if appropriate trunks are 
compressed. It has been pointed out that because 
the chest is lengthened by one rib, there is a higher 
arch and a sharper curve in the subclavian artery. 
With the arch of the subclavian artery well up into 
the soft parts of the neck above the clavicle, there 
is a greater risk of injury from trauma. The pulsa- 
tion of an abnormally high subclavian artery may 
suggest the diagnosis of aneurysm; aneurysm of the 
axillary artery has been observed frequently in 
patients with cervical ribs. 

Unless the rib is well developed it is too short 
to support the artery, and may be crossed only by 
the lower trunk of the brachial plexus. The most 
frequent results are the nervous phenomena refer- 
able to the hand and arm, a consequence of pres- 
sure on the roots of the brachial plexus. Neuritic 
symptoms of the lower trunk (eighth cervical and 
first thoracic) manifest themselves as pains running 
down the ulnar side of the arm and forearm, the 
areas supplied by the roots involved. Progressive 
paresis and wasting occur in the intrinsic hand 
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muscles, and trophic changes in the arm accompany 
atrophy and loss of power which correspond to the 
areas of anesthesia. 

When the symptoms of a cervical rib are present 
but a cervical rib cannot be demonstrated, the clini- 
cal condition is usually considered the scalenus 
anticus syndrome. Excessive development of the 
scalenus anticus in a young adult or the sagging of 
the shoulder girdle in an older person may cause 
this syndrome. High fixation of the sternum and 
ribs, low origin of the brachial plexus, or elevation 
of the first rib from spasm of the scalenus anticus 
muscle may produce the same symptom complex. 

Cervical ribs are found in 1 to 2 per cent of all 
individuals. Only rarely do they cause symptoms, 
and then usually only in adult life, when a drooping 
downward of the shoulder girdle normally takes 
place. The fibrous band in the plane of a cervical 
rib may cause symptoms through the lowest trunk 
of the brachial plexus, as the band is stretched 
across the plexus, behind the tendon of the scalenus 
anticus. The fibrous band generally causes more 
symptoms than the rib itself. 

Variations in the composition of the brachial 
plexus are likely to be associated with costal ab- 
normalities, prefixation with a seventh cervical rib, 
and postfixation with an abnormal first thoracic 
rib. A normal first rib may cause comparable symp- 
toms with those produced by a cervical rib if the 
brachial plexus is postfixed. The flattening of the 
thenar eminence distinguishes a cervical rib or scale- 
nus syndrome from a lesion of the ulnar nerve itself, 
by showing it to be a trunk lesion. Postfixation 
refers to the larger communication to the plexus 
from the second thoracic (abnormally large), so 
that the plexus may be pushed one spinal segment 
lower down; therefore the lower trunk is subject 
to greater pressure where it crosses the first rib. 
Prefixation occurs when it is one nerve (cord seg- 
ment) higher than usual and the fourth cervical 
contribution is unusually large. The second thoracic 
contribution to the brachial plexus is made up 
largely of sympathetic (autonomic) nerve fibers. 

If cervical ribs cause pressure and do not respond 
to more conservative measures, removal must be 
considered. The area may be widely exposed for 
this purpose by a curvilinear incision passing 
vertically down the posterior margin of the steno- 
cleidomastoid muscle and extending laterally along 
the clavicle. The brachial plexus and subclavian 
artery are displaced forward, and the scalenus 
medius muscle is separated from the undersurface 
of the rib, being careful not to injure the pleura. 
The rib is then divided close to its vertebral ex- 
tremity (just as close as possible). In the presence 
of a cervical rib without tendinous attachments, 
and without obvious pressure from behind, the 
condition may be alleviated by separating the ten- 
don of the anterior scalenus muscle from its attach- 
ment to the first rib or cervical rib or its anterior 
fibrous termination. In this way the subclavian ar- 
tery and whatever nerve elements of the brachial 
plexus are caught between the tendon and the 


bony parts are able to free themselves by sliding 
downward and forward. 

One must realize the complexities of reaching a 
final diagnosis with such a list of conditions to dif- 
ferentiate, many of which have a number of com- 
mon symptoms. The final decision must rest with 
a keen physician who follows the history carefully, 
observes well and clearly all the physical findings, 
relates them anatomically and physiologically, and 
utilizes such other aids as x-ray, especially in diag- 
nosis of a cervical rib. The diagnosis can vary from 
an uncomplicated first-rib or first thoracic vertebral 
lesion, to a particular nerve involvement or a nerve 
root or trunk involvement. When one notes the 
important structures to be considered, he will pro- 
ceed carefully, whether it be a simple rib correction 
or, in nonresponsive cases, a scalene muscle to be 
divided or a rib to be resected. Remember also the 
value of evaluating fine tissue and joint motion. 


Osteopathic manipulative management 


It has already been emphasized that the soft tis- 
sues play an important role in this area and may 
either be responsible for producing a lesion of the 
first rib or play a part in its maintenance. Therefore 
it is essential that manipulative management of the 
soft tissue be considered as well as treatment of the 
bony tissues. 

Stretching the scaleni muscles is an important 
preliminary step for correcting a first- or second-rib 
lesion. If traction on the brachial plexus causes 
pain, this should be avoided. The muscles can be 
stretched satisfactorily with the patient in a supine 
position with the doctor at the head of the table. 
The doctor should hold or support the patient’s 
head under the occiput with one hand, and then 
fix the shoulder with the other hand. He then 
stretches the scaleni by bending the head to one 
side while anchoring the shoulder on the other side. 

Since the brachial plexus passes between the 
scalenus anticus and medius muscles, it is not desir- 
able to apply pressure over these muscles when the 
patient has brachial plexus or nerve root irritation. 
The area would be tender. One may relax the 
scaleni in such a case by simply bending the head 
and neck to the side on which the doctor is work- 
ing, and this should be done gently. 

In severe pain or tenderness, deep pressure or 
inhibition over the scaleni muscles is often the only 
method the doctor can use. The patient’s head, in 
this case, should be bent to the side of the rib 
lesion, and deep, sustained pressure exerted with 
the thumb. This should be applied and released 
very gently and gradually. 

The individual intercostal muscles can be reached 
by soft-tissue manipulation only by localized finger- 
work between the ribs. I have found this to be 
effective. 

The means for correction of an upward subluxa- 
tion of the first rib is downward rotation on the 
anteroposterior axis of motion. For a downward 
subluxation, it is upward rotation. Single upward 
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lesions are caused by contraction of the scaleni 
muscles; the muscles must be placed in a position 
of relaxation, and direct pressure may be used for 
the correction. In downward subluxation, the mus- 
cles should be used to lift the rib directly along 
their muscle fibers by applying pressure against 
the lower border of the posterior part of the rib. 

Failure to adjust a first-rib lesion usually occurs 
when the lesion has existed for many years. The 
contractions and_ proliferated connective tissue 
around the vertebral articulation of the rib are so 
constrictive that the area is past the possibility of 
correction except by a long course of preliminary 
treatment to establish motion in the joints. If ver- 
tebral lesions remain, it is usually useless to correct 
a rib lesion. Removal of the primary cause must 
always be the central thought in osteopathic pro- 
cedure. 

Use of the cervical spine as a lever mechanism 
in correction of a rib lesion can be effectively 
applied to the upper six ribs. The cervical leverage 
has a double application. It first may be a direct 
lever that, by resultant force, augments the applied 
corrective thrust directed to the rib in lesion, or 
as counter-lever to the directly applied corrective 
thrust. Utilizing these, one would put the cervical 
spine in flexion and bend it to the side of lesion, 
carrying it to a degree sufficient to bring the vertex 
of the head over the rib in lesion. Thus the apexed 
force of sidebending, together with the resultant 
force from vertex pressure, pass specifically through 
the costotransverse articulation of the lesioned rib. 

Rotation of the head is carried in a direction 
reverse to that of the sidebending; in other words, 
the head is rotated away from the side in lesion. 
This locks the upper cervical vertebrae, intensifies 
the stability of the lever, brings into action added 
leverage forces, and adds efficiency to the resultant 
force. 

A second method, using the cervical spine, is to 
first effect the preliminary motion of extension; 
sidebending in this case is carried to the side 
opposite the lesion. The cervical leverage-lock 
comprises the same order of movements, but in 
relation to the specific lesion they are the antithesis 
of the first one stated. This brings in the principle 
of an approximating leverage thrust. In correction 
of first- and second-rib lesions, circumduction is of 
some value, if used in such a manner as to first 
cause the transverse process of the thoracic ver- 
tebrae to rotate upward and backward and bring 
into greater relief the neck of the rib. This offers 
an unusual opportunity to make contact with the 
lesion. It also helps take up the slack in adjacent 
tissues and brings about added stabilization resist- 
ance which makes adjustment somewhat easier. 

Another method is to bend the head to the side 
of involvement; then place the hand on the most 
prominent part of the rib involved. Then use the 
other hand to slightly rotate the head; while rotat- 
ing the head, keep the force applied at all times on 
the involved rib. In this way the anterior tissue is 
stretched thoroughly. 
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The Sutherland method, as described by Dr. 
Howard Lippincott, begins with the patient seated. 
The first rib is to be contacted by way of the axilla. 
If this cannot be done comfortably, it may be ac- 
complished with the thumb starting lateral to the 
trapezius and following the rib medially under 
the muscle, advancing as the patient inhales and 
holding during exhalation to arrive at the posterior 
surface of the rib. If necessary the hold may be 
through the muscle itself, but this is not as specific 
or effective. The doctor stands on the side of lesion, 
holding the rib. The patient is to keep his head 
erect and not twist his neck as he turns his body 
slowly, carrying posteriorly the shoulder on the 
side opposite the lesion. The doctor holds the 
“bolt” while the patient turns the “nut” to release 
the fixation. 

A useful manipulative procedure when the first, 
second, or third rib is pulled up or elevated, 
is carried out with the patient seated on a stool, 
with his back to the doctor. The doctor places his 
foot on the stool on the side opposite the lesion. 
He then has the patient lean to that side, which 
means the patient is supported by the doctor’s knee 
in his axilla. The patient is asked to relax and drop 
his head forward. The doctor places one hand 
across the patient’s forehead, and the thumb or 
third joint of the index finger of the other hand on 
the angle of the rib in lesion. The doctor then turns 
the patient’s face toward the lesioned side, then 
rolls the head backward and, as the face is turned 
upward, makes a light single thrust downward (for 
correction of a lesion of the first rib). The patient 
must remain relaxed and must not raise the shoulder 
on the lesioned side while the head is being 
brought backward or while the thrust is being 
executed. 

An article in the Second Year Manual of the 
Philadelphia College of Osteopathy in Principles 
and Practice, identified as S-97, gives an approach 
described by Becker. Relaxation of tissue involved 
must be accomplished first. This is essential no 
matter what approach is used. The patient is seated 
on the table. The example used will be for an 
elevated right rib. The doctor stands behind the 
patient and passes his left arm under the patient’s 
arm and across the front of his chest. Next he 
places the middle finger of the left hand upon the 
most lateral part of the rib in question, reinforcing 
that middle finger with the index and ring fingers. 
He supports the patient’s head with his right hand, 
and holds the head slightly to the right. The patient 
is asked to sit erect, and then to let himself “give” 
to the manipulative procedure. The patient can 
easily be pulled to the left as one would a bow- 
string. When the patient is well off balance, con- 
tinue the force through the left hand in a direct 
line toward the table, using a little tug as the final 
maneuver. 

The whole manipulation is gentle and is depend- 
ent on some element of rhythm and of combining 
the lateral pull off-balance and the downward tug 
following into one continuous operation. The doc- 
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tor should “hang his weight” to a reasonable degree 
on the right first rib. 

This procedure can be reversed to advantage in 
some cases by standing in front of the patient and 
using the right hand for the right first rib in 
elevated lesion, pulling the patient laterally and a 
little forward, and continuing with the downward 
tug, the left hand supporting the head, in a slight 
lateral bend to the right. The force is applied 
through the hand on the rib, not through the hand 
that resists the movement. When the second rib is 
also up on the same side, the same treatment, 
slightly exaggerated, will usually correct it as well 
as the lesion of the first rib. 

The next is a technic to use with the patient 
prone. The doctor should stand at the head of the 
table. As an example, a treatment procedure for 
use with elevation lesions of the right rib is as 
follows: The doctor would place his right pisiform 
bone on the angle of the patient’s right rib. The 
patient rests his chin in the midline, while the 
doctor places the palm of his left hand on the 
patient’s right cheek with his fingers spread across 
the ear and scalp of the patient. He next sidebends 
the patient’s head to the left, and rotates to the 
right to lock the cervical column. The correction is 
achieved by an increase of thrust of the doctor's 
right hand downward and forward against the 
stabilizing effect of the left hand. 

Another approach with the patient sitting, much 
like those already described but with some varia- 
tion, again puts the doctor facing the back of the 
patient. Let us again use the elevated right rib as 
the example. I find in my practice that right first- 
rib lesions seem to be present more frequently than 
the same type on the left side. The doctor places 
the radial border of his right index finger against 
the angle or tubercle of the first right rib. He then 
places his left hand over the vertex of the patient’s 
head and rotates the head to the left and sidebends 
the neck to the right, using sufficient sidebending, 
rotation, and backward bending to lock the cervical 
area, and to bring localization of forces to the 
right first rib. The doctor’s elbow is to be kept 
high so that he can thrust downward and forward 
through his index finger to the costovertebral joint. 

Another technic with the patient in the prone 
position (for correction of an elevated right first- 
rib lesion) places the doctor on the left side of the 
patient, with the patient resting his chin to keep 
the neck in extension. The doctor places his left 
hypothenar eminence firmly against the patient's 
right first rib. His right hand passes under his own 
left forearm so that the palm of the right hand and 
fingers lie against the right side of the patient’s 
head and neck. In this way the patient’s head is 
rotated to his right and sidebent to the left. Cor- 


_rection consists of a sudden thrust with the left 


hand when there is a sudden increase of extension 
and sidebending by the doctor’s right hand. There 
is apposition of the doctor’s two wrists, and they 
reinforce and strengthen each other. Tests should 
be done with the chin in different positions to make 
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sure of the tension and correct amount of side- 
bending. 

For purposes of correction, it is essential to locate 
exactly the posterior part of the first rib. This can 
be done by exact palpation at the middle of the 
posterior margin of the clavicle, or by following 
the roll of the trapezius muscle which forms the 
upper contour of the shoulder laterally. In the 
latter it is detected more by tissue changes and 
comparison of the two sides than by actually pal- 
pating the rib. In very thin individuals it may be 
possible to feel the structure through the trapezius. 
The first rib is located anterior to this roll of the 
trapezius while the second rib is located posterior 
to it. The size of the first rib varies greatly in dif- 
ferent individuals, but it is easily located by the 
palpating finger as indicated above, between the 
roll of the trapezius and the clavicle. The second rib 
is the first structure offering resistance posteriorly 
to the roll of the trapezius. 

Another way for successful treatment of a first 
rib in lesion is with both patient and doctor sitting 
on the table. The doctor sits on the opposite side 
of the table (to the left of the patient and facing 
toward the patient in the case of right first-rib 
lesion). The patient’s left shoulder is opposite the 
doctor’s left axilla, and the doctor’s left arm is 
placed across the patient’s chest with the fingers 
of the doctor’s left hand resting on the upper part 
of the patient’s right trapezius. The doctor’s right 
hand is placed on the patient’s head, and the pa- 
tient’s head and neck are strongly rotated toward 
the first and second thoracic vertebrae anterior on 
the right with the ribs in relation passing forward 
on the right. This rotation is maintained while the 
doctor palpates with his left fingers for the resist- 
ance of the first rib anterior to the roll of the 
trapezius on the patient’s right, or just behind the 
midpoint of the clavicle. Having located the first 
rib, the tips of the fingers are placed just behind 
the posterior border of the rib, and a pull forward 
is executed with these fingers maintained while the 
patient’s head is rotated strongly to the patient’s 
right. In this movement, the transverse processes of 
the first and second thoracic vertebrae are carried 
slightly backward on the right while the rib is held 
forward by the doctor’s fingertips, and the rib 
slides downward on the facet of the transverse 
process into the proper position without any down- 
ward thrust on the doctor’s part. 

At the time any correction is made, an examina- 
tion should be made of the cervical area. Often rib 
lesions are secondary to cervical lesions. If such 
is the case, and the cervical lesion remains un- 
corrected, the rib lesion will invariably recur. The 
same is true in the upper thoracic area and cervico- 
dorsal junction. Complete tissue evaluation is es- 
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sential. Without complete soft-tissue treatment in 
the related spinal areas and other related soft tis- 
sues, there is a tendency for the lesion to recur. It 
has been stressed that vertebral and rib lesions 
must be corrected. It has been pointed out that 
body mechanics as a whole must be considered and 
evaluated, and the normalization of this is essential 
in osteopathic manipulative management. The re- 
sults with proper management of a case with first- 
rib lesioning is most gratifying to both the patient 
and the physician. 


Summary 


This paper has sought to point out some of the 
clinical and practical considerations of the first rib. 
The anatomy of the first rib has been thoroughly 
covered, and other anatomic considerations in- 
cluded. The important relation of the scaleni mus- 
cles has been covered, with the rationale. Motion 
of the first rib and tests for mobility of this rib 
have been discussed. Lesioning of the first rib has 
been described, as have the causes and character 
of first-rib lesions. The signs, symptoms, and effects 
of first-rib lesions have been presented. The diag- 
nosis of first-rib lesions, with exact palpation of the 
rib, has been covered. Differential diagnosis has 
been presented, with the many common problems, 
plus an extended discussion of the cervical area, 
including its development, anatomy, signs, symp- 
toms, and so forth. Then the osteopathic manipula- 
tive management of the first rib has been discussed, 
with several approaches given; it is realized that 
there are many more, for each doctor modifies 
technics learned. 
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Clinical aspects of 


staphylococcus and staphylophage 


JEN-YAH HSIE, Ph.D.,* Des Moines, Iowa 


The etiologic relationship of abscesses and Staphy- 
lococcus aureus was not ascertained until 1880, by 
Pasteur.! In 1871, “micrococci” were found in the 
kidneys of a pyemic patient by von Recklinghausen? 
in miliary cardiac and renal abscesses, and also in 
peritoneal pus in puerperal sepsis by Waldeyer. 
Likewise, in 1872 Birch-Hirschfeld? found cocci in 
the abscesses and blood of a pyemic patient. Klebs 
(1872)4 suggested that infected thrombi were re- 
sponsible for the metastatic abscesses in pyemia. 
Hueter (1872)5 also regarded the cocci found in 
pus as the most important irritant causing inflam- 
mation. In 1880, Pasteur isolated staphylococci from 
furuncles and reproduced abscesses in rabbits from 
which staphylococci could be recovered. He also 
found staphylococci in osteomyelitic pus and cul- 
tivated them in broth. 

In 1881, Ogston® reported that pus-containing 
cocci, when injected into animals, set up septicemia 
from local suppuration. Following this, many pio- 
neers inoculated themselves with virulent staphy- 
lococci and developed abscesses from which staphy- 
lococci were isolated. Thus, the etiologic role of 
Staphylococcus aureus in human disease was es- 
tablished according to the procedure of Koch's 
postulate. 

Before listerian carbolic-spray technic was wide- 
ly accepted, surgical wound infections with pyo- 
genic bacteria were generally directly proportional 
to the size of the hospital. For example, in Parisian 
hospitals with over 600 beds, the postoperative 
mortality rate was 60 per cent. At that time in 
English hospitals with 300 to 600 beds, it was 41 
per cent; with 100 to 200 beds, 23 per cent; with 25 
to 100 beds, 14 per cent; and in isolated houses in 
the village, 10 per cent.” 

Presented before the Midwestern Study Conference of the American 
College of Osteopathic Internists, Kansas City, March 24, 1961. Dr. 


Hsie is chairman of the Department of Medical Microbiology and 
Immunology at the College of Osteopathic Medicine and Surgery. 


®Address, 720-722 Sixth Ave. 
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After strict aseptic technic was universally ob- 
served, postoperative mortality was cut to less than 
1 per cent. However, since preoperative and post- 
operative prophylactic antibiotic therapy became 
widely used, resulting in the laxity of strict asepsis, 
the wound infection rate has been increasing in 
many hospitals. For instance, Howe (1954)® re- 
ported that in Massachusetts Memorial Hospitals 
the wound sepsis rate was 1 per cent in 1949. Over 
a period of 5 years the rate gradually increased 
to 4 per cent in 1953, with a peak of 10 per cent 
in early 1954. Similar high incidence, requiring 
closure of the hospital, has been reported by 
others.9 

The present status of staphylococcal disease in 
hospitals may be assessed according to the recent 
surveys on (1) the incidence of staphylococcal dis- 
ease, (2) staphylococcal infections found at autop- 
sy, and (3) the carrier rate of coagulase-positive 
staphylococci among hospital patients and person- 
nel. 


Present status of 
staphylococcal disease in hospitals 


Incidence e The incidence of staphylococcal dis- 
ease in hospitals, spot-surveyed by Finland and 
Jones (1956)!° in Boston, and by Godfrey and 
Smith (1958)! in Iowa City, and shown in Table I, 
varies from around 11 per cent to 15 per cent. It 
was found that more than half of these staphylo- 
coccal infections were acquired after admission to 
the hospital. The most frequently encountered 
staphylococcal infections are infected wounds and 
burns, decubitus ulcers, and abscesses, as shown in 
Table II. Next in order of frequency are osteo- 


_myelitis, bacteremia and septicemia, sinusitis and 


cellulitis, urinary tract infections, endocarditis, and 
suppurative otitis. A similar frequency distribution 
pattern of staphylococcal infections was observed 
by Godfrey and Smith!! and many other clinicians 
and investigators in other parts of the country. 


TABLE I—INCIDENCE OF STAPHYLOCOCCAL DISEASE 
IN HOSPITALS 


No. cases of Percentage 
No. patients Staphylococcal of persons 


surveyed disease infected Investigators 

1,172 181 (68 found 15.5 Finland 

at time of and Jones 

admission ) (1956 )* 
634 70 pe | Godfrey 

(first survey ) and Smith 
(1958 )” 

206 29 14.1 Godfrey 

(second survey ) . and Smith 
(1958 )* 
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TABLE II—FREQUENCY OF THE VARIOUS CLINICAL 
STAPHYLOCOCCAL DISEASES IN HOSPITALS*® 


Disease No. cases 
Infected burns, wounds, and ulcers 75 
Furuncles, carbuncles, and abscesses 70 
Pneumonia and/or empyema, and other respiratory 

tract infections 13 
Osteomyelitis 6 
Bacteremia 4 
Sinusitis and cellulitis 3 
Urinary tract infections 3 
Endocarditis 
Chronic suppurative otitis 2 
Postoperative meningitis 1 
Postoperative subphrenic abscess 1 
Peritonitis 1 


*Data of Finland and Jones (1956)? regrouped and rearranged by 
the present author. 


Staphylococcal infections found at autopsy e 
The magnitude of the current status of staphy- 
lococcal disease in hospitals is further revealed by 
the autopsy studies as shown in Table III. Godfrey 


TABLE III—STAPHYLOCOCCAL INFECTIONS FOUND IN 
AUTOPSIED CASES 


Per cent of 
No. of cases of positive 
No. of Staphylococcus _ staphylococcal 
autopsies found cultures Investigators 
914 266 29.1 Finland 
and Jones 
(1956)” 
534 89 16.6 Godfrey 
( Direct cause and Smith 
of death, 20; (1958 )* 
contributory 
cause of 
death, 69) 


and Smith!! reported that among the 159 cases 
positive for Staphylococcus aureus among 534 au- 
topsied patients, 20 were diagnosed by the patholo- 
gists as having died from staphylococcal disease, 
and 69 more had suffered severe staphylococcal 
disease which the pathologists considered had con- 
tributed to death. The remaining 70 cases positive 
for Staphylococcus aureus appeared to the patholo- 
gists not to be related to death. Generally, the 
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staphylococcal infection rate may be as high as 
about 30 per cent of the autopsied cases, but the 
direct cause of death due to staphylococci is ap- 
proximately 4 per cent, and the indirect cause of 
death attributable to staphylococci is approximately 
13 per cent. 


Carrier rates e The crucial problem of staphylo- 
coccal disease in hospitals today lies in the emer- 
gence of antibiotic-resistant strains of certain phage 
types carried by hospital personnel and patients. 
This is demonstrated by the data of Barber and 
Burston (1955)!2 as shown in Table IV, and the 
data of many other investigators. It has been re- 
peatedly demonstrated!!: 13-19 (Table V) that about 
one third to one half of hospital personnel harbor 
coagulase-positive staphylococci on the nasal mu- 
cosa when studied at a single point in time. It is 
well known that during an endemic period in hos- 
pitals, most of the carriers harbored antibiotic- 
resistant strains susceptible to phage groups I and 
III; and lately, more strains have been found sus- 
ceptible to phage types 80 and/or 81.?° 


TABLE IV—COMPARISON OF STAPHYLOCOCCUS 
AUREUS STRAINS OBTAINED FROM HOSPITAL 
AND FROM COMMUNITY? 


No. positive for Phage 
Staphylococcus No. of penicillin- type 
resistant strains 52A 


Personnel and 


patients aureus 

Maternity 

nurses (31) 7 14 8 
Mothers on 

admission (62) 17 3 1 
Mothers on 

discharge (62) 30 15 12 
Babies on 

discharge (62) 57 55 28 


°*Data of Barber and Burston (1955) 


There are two schools of thought concerning the 
carrier state of coagulase-positive staphylococci in 
hospital personnel and the community population 
at large. One school of thought is represented by 
Miles, Williams, and Clayton-Cooper!? (also see 
McDermott2! and Knight, White, and Hemmerly!? ) 
who maintain that “the nasal carrier state varies, 
not with the environment of the person, but with 
the person himself. There is a marked tendency 
for persons to be persistent carriers or persistently 
free from nasal Staph. aureus.” The second school 
of thought adheres to the common concept that 
environments are the all-important factor determin- 
ing the carrier state of the individuals of a popula- 
tion. 

The truth probably lies in the appreciation of 
the interaction of the host-microbe relationship. 

The outcome of the carrier state is probably a 


‘function of three factors: the physiologic state of 


the host in terms of resistance, the virulence of the 
staphylococci controlled by their genomes, and the 
environment in terms of chance contacts or exposure 
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TABLE V—INCIDENCE OF COAGULASE-POSITIVE 
STAPHYLOCOCCI IN NOSE CULTURES 


Per cent 
Groups of persons of 
studied (and positive 
number of cultures ) cultures Investigators 
Outpatients (479) 47.6 Miles, Williams, 
Ward patients on and Clayton-Cooper 
admission (536) 49.4 (1944)* 


Ward patients with 
weekly cultures (1,456) 54.5 


Nursing staff (612) 64.1 
Blood donors (200) 45.0 Rountree and Thomson 
Hospital nurses and (1949)* 

doctors (200) 52.5 


Second-year medical Denton, Kalz, and Foley 
students (50) 20.0 (1950)* 
Science students, nurses, 
and interns not at 
maternity center (484) 28.7 
Fourth-year medical 
students (50) 46.0 
Infants, mothers, and 
staff at maternity 
center (375) 64.0 


Student nurses entering Rountree and Barbour 
training (127) 53.5 (1951)* 
Student nurses before 
entering ward (116) 52.6 
Student nurses after 5 
weeks on ward (112) 71.4 
Student nurses after 10 
weeks on ward (104) 68.3 


Healthy school Saint-Martin ( 1953)” 


children (2,762) 30.5 
Blood donors (200) 49.0 Rountree, Freeman, and 
Patients on Barbour (1954)* 
admission (153) 34.0 
Patients on 
discharge (153) 40.5 
Hospitalized Knight, White, and 
adults (2,439) 19.2 Hemmerly (1958)* 
Psychopathic-hospital Godfrey and Smith 
staff (46) 33 (1958 )™ 
Psychopathic-hospital 
patients (42) 36 


Hospital-school staff (68) 40 
Hospital-school 


patients (53) 57 
General hospital 

staff (95) 61 
General hospital 

patients (206) 42 


Hospital staff (165) 31.5 Present series (unpub- 


lished data of 1960) 


dosage. If the virulence of the staphylococci is rela- 
tively constant, then the carrier state will be partly 
determined by host resistance and partly by expo- 
sure dosage. On the other hand, if the physiologic 
state of the host is relatively constant, then the 
outcome of the carrier state will be partly deter- 
mined by the virulence of the prevailing staphylo- 
coccal flora and, again, partly by the exposure dos- 
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age. In either case, the chance contacts or the 
exposure dosage is a codeterminant, at least when 
the prevailing staphylococcal flora is virulent. 

When one’s environment is kept relatively con- 
stant or varied only within certain limits, such as 
in a relatively stable environment of prevailing 
mild staphylococcal flora, then the carrier state of 
an individual may indeed be mainly or solely de- 
termined by the physiologic state of the host’s con- 
stitution, resulting in his being either a persistent 
carrier or free from nasal Staphylococcus aureus, 
as suggested by Miles, Williams, and Clayton- 
Cooper!® and McDermott.2! Unfortunately, such 
an “equilibrium” condition usually prevails only 
in the community at large. In hospitals, under great 
fluctuation of patients infected with virulent staphy- 
lococci, and coupled with debilitated patients, sus- 
ceptible newborns, and open surgical wounds, the 
environmental factors are quite different from those 
of the community at large. 

Lacking precise knowledge of staphylococcal 
pathogenicity and the defensive mechanism of the 
host, the so-called epidemic strain of staphylococci 
usually can be defined only after an outbreak has 
occurred and the staphylococcal culture has been 
identified by phage typing and antibiotic tests. At 
this juncture, an account of the common staphy- 
lococcal phage patterns and the correlated anti- 
biotic-resistant patterns seems warranted. 


Staphylococcal strains most commonly 
encountered in endemics and among 
hospital personnel 


Today, our knowledge of the speciation of Staphy- 
lococcus aureus is still very limited. Serologic 
studies by Cowan (1939)? established three types, 
designated as I, II, and III. This has proved to be 
of some value in epidemiologic problems, but it is 
difficult to distinguish strains causing various forms 
of infections. In 1942, Fisk?3.24 used staphylophages 
isolated from lysogenic staphylococci for phage 
typing purposes. Hobbs (1948)25 reported that 
there is a broad correlation between susceptibility 
to various phages and Cowan’s serologic types. 
However, this correlation is by no means com- 
plete.26 The staphylophages used today for routine 
typing are listed in Table VI. 


TABLE VI—STAPHYLOCOCCUS PHAGES USED FOR TYPING 


Group Phages 
I 29, 52, 52A, 79, 80 (29A, 31, 31A, 44, 44A)* 
II 3A, 3B, 3C, 55, 71 (39, 523)° 
Ill 6, 7, 42E, 47, 53, 54, 73, 75, 77, 83(VA4) 
(42B, 47B, 47C, 70, 76)* 
IV 42D 
Miscel- 81, 187 (42C, 47A, 142)* 
laneous: 


*Excluded in routine phage typing. 


They are classified into five groups. Groups I, II, 
and III correspond to Cowan’s serologic Types I, 


Il, and III, respectively.?.24.27.28 Phage Type 42D 
is classified under Group IV, and phages 81, 187, 
42C, 47A, and 142 are classified under a “miscel- 
laneous” group. That the 23 staphylophages used 
for routine typing represent a heterogeneous group 
is shown by their plaque morphology (Fig. 1). 
The wide range of recovery rate of the various 
phage types (Table VII) after filtration through 
Seitz filter pads implies that their size and shape, 
with or without a tail, also vary considerably.293° 

Generally, the greater the average size of the 
plaques, the greater is the recovery rate. Some 
exceptions were also noted. 

A “halo phenomenon” of the phage plaques was 
noted occasionally in Types 7, 47, 3C, and 42D, as 
shown in Figure 2. The mechanism of “halo” for- 
mation remains to be explored. It may involve 
prophage formation caused by a mutated phage 
particle. An alternative explanation is that one of 
the susceptible staphylococcal progenies might have 
become an unstable lysogenic mutant. Theoretically, 
an unstable prophage-harboring lysogenic staphy- 
lococcus may continue to grow, reproduce, and 
develop into a fairly large colony. Under unfavor- 
able conditions such as aging, depletion of nutri- 
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Fig. | 


TABLE VII—COMPARISON OF MEAN RECOVERY RATES OF 
THE VARIOUS STAPHYLOPHAGE TYPES WHEN 
FILTERED THROUGH SEITZ PADS 


Staphylophage no. Recovery rate 
3A 0.77 x 10-9 
3C 3.68 x 1079 
73 0.46 x 10-9 
29 1.06 x 107! 
39 14 x10-1 

52A 2.9 
55 1.0 x107! 
80 0.78 x 107! 
83 11 x102 
6 1.75 x 1072 
7 1.7 x102 
42B 3.68 x 10-2 
42D 7.7 x102 
47 0.68 x 10-2 
52 3.5 x1073 
53 0.59 x 10°3 
54 5.1 x1073 
70 0.85 x 1073 
81 1.13 x 1073 
77 2.24 x 10-4 
15 0.77x 10> 
187 1.7 x1077 
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ents, or accumulation of some metabolic products, 
the unstable lysogenic mutant colony may start 
being lysed by the prophage, starting in the center 
of the colony and gradually spreading out peripher- 
ally. 


The common phage patterns and correlated 
antibiotic-resistant patterns e Most strains of 
Staphylococcus aureus are susceptible to more than 
one type of staphylophage. For example, phage 
pattern 80/81 may include the staphylococcal 
strains susceptible not only to phage types 80 and 
81, but, in some strains, also to phage types 52, 
42B, and so forth. As an example, the common 
phage patterns encountered in hospital endemics 
and carriers are listed in Table VIII. Generally 
speaking, most of the antibiotic-resistant “epidemic” 
strains of staphylococci belong to phage groups 
IIf and I. In recent years, the unclassified phage 
group, so-called 80/81, has been encountered fre- 
quently in hospital endemics?° and healthy carriers. 


TABLE VIII—THE COMMON PHAGE PATTERNS 
ENCOUNTERED IN HOSPITALS 


Group Common phage patterns*® 
52/52A, 29/52, 29/52/80/83, 
29/31/44/52, 44/44A, 44A, 52A/79 
II 523, 3A, 3C, 3B/3C, 3A/3B/3C/39 
Ill 6/47/83, 6/47, 47, 6/83, 7, 7/53, 42B, 


47/47C/83, 53/77/83, 83, 53, 47/53/75, 
57/53/54/75, 53/83, 47/3C, 42B/47C, 
47/53/54/77/83 
IV 42D 

Unclassified 80/81, 7/42C/42E/52/52A/54, 3A/44A, 
3A/7/54, £23/42B/44A/55/75, 
523/42B/44A/54, 3A/3B/44A 

°Modified after Williams and Rippon, Fusillo and his associates, 

and Blair and Carr.” 


Last summer my colleagues and I made a survey 
of typable staphylococci from carriers among the 
personnel in our two teaching hospitals in Des 
Moines. It was found that about 39 per cent belong 
to group III, 27 per cent belong to the unclassified 
group 80/81, and the rest belong to the other phage 
patterns of unclassified group and groups II and I. 
The strains of 80/81 were all resistant to penicillin 
and tetracyclines, as reported by many other in- 
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vestigators, but were generally very sensitive to 
chloramphenicol and the newer antibiotics such as 
kanamycin, ristocedin, novobiocin, and oleando- 
mycin and, not infrequently, were also sensitive 
to erythromycin and magnamycin. It is interesting 
to note that after so many years of popular use 
of chloramphenicol for penicillin-resistant staphylo- 
coccal infections, most of the pathogenic strains of 
staphylococci remained sensitive to this drug.$1-35 


Recent advances in the search 
for control measures 


The three main sources of staphylococcal infections 
are: (1) patients with frank staphylococcal disease; 
(2) healthy carriers among the hospital personnel 
and visitors; and (3) fomites in the air, bedding, 
linen, blankets, curtains, and other objects in con- 
tact with patients and carriers. 

The first two sources are the breeding “hot beds” 
and therefore require special attention in detection 
and isolation. The last source requires sanitation 
control, including disinfection and_ sterilization 
measures. 

The most likely places for spreading staphylo- 
coccal disease are: (1) operating rooms and dress- 
ing rooms where the integument barriers are open 
for staphylococcal assault; (2) nurseries where the 
newborns’ umbilical wounds and immature reticulo- 
endothelial systems are helpless; and (3) surgical 
and medical wards where the patients have become 
debilitated. Here, rigorous aseptic technic, sanita- 
tion (especially in terms of air flow), and the 
judicial use of antibiotics constitute the most im- 
portant triad of measures. 

Many experiments have been carried out along 
the lines just mentioned. These experimental results 
should serve as a guide for future planning in the 
prevention of staphylococcal disease in hospitals. 


Studies on the control of carriers e The carriers 
of virulent staphylococci may be healthy hospital 
personnel as well as patients. Spink (1956)°¢ re- 
ported a series of 10 surgical wound infections that 
occurred within 1% months, which were found to 
originate from a scrub nurse who had been in at- 
tendance during all of the operations. After the 
removal of the scrub nurse from the operating 
room, no further infections occurred. 

Likewise, McDonald and Timbury (1957)87 
traced a staphylococcal disease outbreak to a sur- 
geon who had a septic lesion. Similar experiences 
were reported by many other investigators. 

Gould and Allan (1954)%8 treated all the staphy- 
lococcal nasal carriers on the staff of a small hos- 
pital with a tetracycline cream for 1 week and 
found that the incidence of hospital infection de- 
creased strikingly following that treatment. Gil- 
lespie®® applied an antibiotic cream to the patients’ 
nasal mucosa at the time of their admission to the 
ward and throughout their stay. With this regimen, 
the frequency of recovering staphylococci from 


open wounds dropped from 15 per cent to about 3 
per cent. 

It is the consensus today that the antibiotics for 
topical application should exclude penicillin, eryth- 
romycin, and so forth, in favor of those more toxic 
compounds such as bacitracin, tyrothricin, neo- 
mycin, or the synthetic compound 1:6-di-4’-chloro- 
phenyl-diguanidohexeon (Hibitane), as suggested 
by Barber and Burston (1955).12 

The advisability of the topical application of 
antibiotic cream to nasal carriers has been chal- 
lenged by Knight, White, and Hemmerly (1958).19 
They reported that “treatment of carriers with 
active agents temporarily suppressed the carrier 
state in a ward where few resistant strains were 
available for replacement, but these persons re- 
gained staphylococci after treatment was stopped.” 
Lepper (1958)4° further suggested that “wholesale 
treatment of carriers, which would allow accumula- 
tion of resistant strains, may be dangerous.” How- 
ever, the emergence of antibiotic-resistant strains 
may be prevented by using combined antibiotics. 
As a hypothetical example, if the mutation rate of 


a staphylococcus to bacitracin is 10°, and that to 


neomycin is 10°, then the chance of the emergence 
of a resistant mutant to both of the antibiotics 


simultaneously is 107)", For practical purposes, this 
is a very unlikely event. This principle has been 
widely applied to tuberculosis therapy with the 
combination of streptomycin, para-aminosalicylate, 
and isoniazid. Apparently, more critical experiments 
along this line are needed before re-evaluating the 
merits of topical application of antibiotic creams. 
From the economic point of view, combined anti- 
biotics cream might be applied only to the carriers 
of epidemic virulent strain as identified by phage 
typing during endemic periods. 


Studies on the control of patients with frank 
staphylococcal disease e Williams,4! being im- 
pressed by the ability of some infected patients to 
disperse their germs, initiated a rigorous plan for 
isolation in a separate room of any patient with 
what appeared to be infection caused by a danger- 
ous staphylococcus. The physical isolation was 
further supported by a very strict barrier-nursing 
system. Great care was taken that no material which 
had been near the patient was used again in the 
ward without sterilization. In 2 years of this regime, 
his group was able to isolate all persons (both 
patients with septic lesions and healthy carriers) 
known to be infected with supposedly dangerous 
types, on six separate occasions. He suggested that 
hospital administrators can make a valuable con- 
tribution toward solving the problem of cross in- 
fection by providing really isolated facilities on all 
wards, with the equipment that is needed to sim- 
plify the routine of barrier-nursing. 


Studies on control in surgical units e Shooter 
and coworkers‘? studied the postoperative sepsis 
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rate in relation to the ventilating system of an 
operating room over a period of 8 months. They 
found that when the air was sucked into the oper- 
ating room from adjoining corridors, and ultimately 
from the wards, 9 per cent of clean surgical wounds 
developed postoperative sepsis. After adjustment of 
the ventilation to provide a positive pressure within 
the operating room, the incidence of sepsis de- 
creased from 9 per cent to 1 per cent. There was 
also a striking reduction in the number of bacteria 
in the air of the operating room. As a result of the 
studies of Blowers and associates? and Bourdillon 
and Colebrook,** it is now generally accepted that 
when operating rooms are built within the structure 
of the hospital, they need to be ventilated under 
positive pressure to make sure that contaminated 
air from the wards is kept out. 

It is also recognized that the rate of air change 
must be sufficiently rapid that any contamination 
liberated at one operation is cleared up before 
the next operation is commenced. This usually 
implies a rate of 10 to 20 air changes per hour. 
According to Williams,41 “Dr. Blowers has been 
investigating the best ways of getting the required 
rate of air changes with the least expenditure of 
energy, and he has shown that one can get a con- 
siderable advantage by bringing the air in at the 
ceiling in such a way that it tends to descend 
through the room in a ‘piston’ fashion, rather than 
by inducing turbulent mixing.” 

Blowers*445 also showed, in one instance, that 
special training of the surgical staff to avoid all 
unnecessary movement in the operating room re- 
duced the bacterial count as much as did improving 
the ventilation. 

Kelley and Brown*® reported that the combina- 
tion of lithium chloride solutions and the “Kathabar 
Unit” design, made by Surface Combustion Cor- 
poration, will consistently reduce the population of 
airborne bacteria from as high as 140 to 150 per 
cubic foot to less than 5 per cubic foot. This is an 
indication that air-conditioning engineers are grad- 
ually paying attention to the sanitary and micro- 
biologic aspects of ventilation as well as to human 
comfort in terms of humidity, temperature, and 
dust particles. 

Hare and his colleagues,4748 after studying the 
dispersal of staphylococci from contaminated cloth- 
ing of nasal and skin carriers, stressed the impor- 
tance of a rule that the persons working in the 
operating room should change all their clothing or 
wear some special protective suit. Howe*? suggests 
double masking and changing of masks every hour 
or two during long operations. 

It is now the consensus that the widespread use 
of prophylactic antibiotics has resulted in a false 
sense of security and a laxity of rigorous aseptic 
technic. This has also contributed to the increasing 


. trend to postoperative infections. 


Studies on control in nurseries ¢ Jellard®° studied 
cross infection with Staphylococcus aureus in a 
maternity unit. He found that if the umbilical 
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stump was painted daily with an antiseptic dye, 
staphylococci seemed to spread less rapidly through 
the nursery. Gillespie®® has had a similar experi- 
ence; he used hexachlorophene dusting powder for 
the umbilical stump. Shaffer>! and Baldwin and 
his coworkers®2 have demonstrated the effective- 
ness of bathing infants with hexachlorophene in 
reducing the skin and nasal colonization. Shaffer5! 
pointed out that any measure which effectively 
prevents nasal or skin colonization is desirable in 
infants, because implantation of pathogenic staphy- 
lococci may occur without warning during the early 
days of life and be followed by overt infection 
days or weeks later. He goes on to emphasize seri- 
ous public health implications of this long period 
of latency; dissemination of an antibiotic-resistant, 
virulent strain of Staphylococcus aureus from the 
hospital to the community may occur in this man- 
ner. 

With good hygienic practices, hexachlorophene 
bathing of infants, and detection and control of 
asymptomatic nasal carriers among hospital per- 
sonnel, Shaffer5! was able to maintain the staphy- 
lococcal infection rate at less than 0.5 per cent 
of the infants in a children’s hospital. 


Studies on general medical services ¢ Rogers and 
Bennett®® reported that, in contrast to reports of 
pediatric or surgical experience, many staphylo- 
coccal infections on medical services are produced 
by strains in phage group III. They found infec- 
tions caused by strain 80/81 to be less common, 
and that the medical patient without influenza 
rarely develops life-threatening staphylococcal in- 
fection if there is no advanced debilitating disease. 
Staphylococcal infection, according to these authors, 
usually arises in the following groups of hospital- 
ized medical patients: 

1. Patients with certain types of systemic disease, 
notably those with leukemia, Hodgkin’s disease, 
metastatic carcinoma, diabetes, disseminated lupus 
erythematosus, renal failure, and chronic pulmonary 
disease. 

2. Patients with certain local alterations in re- 
sistance, notably those with exfoliative dermatitis, 
influenza, or any local surgical procedure such as 
tracheotomy, an indwelling urinary catheter, intra- 
venous “cut-down,” prolonged intravenous infu- 
sions, or multiple parenteral injections. 

3. Patients receiving certain types of therapy, 
notably those receiving steroids or corticotropins, 
nitrogen mustards, radiation, folic acid antagonists, 
and probably those receiving broad-spectrum anti- 
microbial therapy. 

It is well known that staphylococcal broncho- 
pneumonia may be contracted by recuperating 
patients in hospital wards. Pulmonary edema is 
believed to be a predisposing factor.54 This dreaded 
complication with its high mortality rate may be 
prevented or minimized by strict isolation manage- 
ment and proper sterilization of bedding, linen, 
blankets, and so forth. Another dreaded complica- 
tion is pseudomembranous enterocolitis®> follow- 


ing prolonged oral medication of broad spectrum 
antibiotics. 

Cellulitis at the site of venipuncture may lead to 
staphylococcal septicemia.°®56 Physicians adminis- 
tering steroid or corticotropin compounds to ward 
patients must be constantly aware of the fact that 
dissemination of staphylococcal infection with rap- 
idly fatal septicemia may happen.57 


Studies on sanitation e Besides the air sanitation, 
as previously mentioned, regular sterilization of all 
bedding at weekly intervals and between patients 
has been advocated. But no study on its effect 
upon staphylococcal infection rates is as yet avail- 
able.45 Several methods for the sterilization of 
woolen blankets with quaternary ammonium com- 
pounds have been suggested.58-59 

Spring interior mattresses may be disinfected by 
hot formalin vapor.®® Mattress covers and other 
cotton bedding may be boiled or autoclaved. Patho- 
genic bacteria present in floor dust can be pre- 
vented from floating into the air by treating the 
floor with a light spindle oil.6! The amount required 
for application is about 1 gallon per 800 to 1,000 
square feet. The addition of certain antiseptics and 
detergents has also been advocated®2:63 and prac- 
ticed in some hospitals. 


The unknowns of staphylococcal disease 


According to Dr. Carl C. Dauer, Medical Advisor 
to the Chief, National Office of Vital Statistics,64 
during the 11-year period from 1949 through 1959 
in the United States, “the number of deaths from 
staphylococcal septicemia increased seven-fold. . .” 
This is an alarming trend, reflecting our inadequate 
understanding about this ubiquitous, successful 
colonizer of human bodies. More basic research 
work, therefore, is urgently needed in the fields 
of: (1) identification of epidemic strains of Staphy- 
lococcus aureus; (2) its ecologic relationship with 
other microbes and vertebrate hosts; (3) recog- 
nition of the determinants of host susceptibility and 
resistance; and (4) more exact and efficient control 
measures to avert this rising trend. 


The various staphylophages and their propagating 
strains of staphylococci were kindly supplied by 
Dr. J. E. Blair. The technical assistance of Messrs. 
S. Grobman and T. Chambers is gratefully acknowl- 
edged. The author is also indebted to Mr. L. Bald- 
win for preparing the photographs. 
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Azygography: 


An aid in the diagnosis of 


portal hypertension 


J. L. McDOUGAL, D.O.,* J. A. OWENS, D.O., 
and W. H. VOSS, D.O., Mount Clemens, Michigan 


Frequently clinicians treating patients with upper 
gastrointestinal hemorrhage must distinguish be- 
tween bleeding peptic ulcer and bleeding esophage- 
al varices. When the patient is first seen with a 
full-blown Banti’s syndrome (splenomegaly, anemia, 
thrombocytopenia, gastrointestinal bleeding, vascu- 
lar spiders, and so forth) it is obvious that portal 
hypertension exists. More vigorous diagnostic meth- 
ods are then indicated, and modification of therapy 
is necessary. It is the cases of moderate or early 
portal hypertension that are difficult to diagnose. 
Definitive treatment of bleeding esophageal varices 
depends on prompt diagnosis, equally prompt con- 
trol of bleeding, replacement of blood, sterilization 
of the gastrointestinal tract, and a shunting opera- 
tion as soon as the patient’s condition permits. 


Possible tests for portal hypertension 


Numerous plans have been suggested in the past 
to aid the physician who suspects bleeding gastro- 
esophageal varices. 

An immediate determination of sulfobromo- 
phthalein (Bromsulphalein) excretion is recom- 
mended by some authors. However, in the presence 
of shock and anemia such data are not reliable. In 
cases of extrahepatic block, such as in portal throm- 
bosis, this and other tests for hepatic function may 
have normal results. 

The rectum-to-lung circulation time is also tested, 
to measure the portal circulation time. In this test 
the vapor of 3 cc. of ethyl ether is injected quickly 
into the rectum, and the time from the start of the 
injection to the appearance of an ether odor on the 
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patient’s breath is recorded. The normal time is 
approximately 30 seconds. The inaccuracies of this 
method result from varying olfactory sensibilities, 
difficulty in keeping the ether aroma from per- 
meating the air of the room while preparing the 
injection, and the variability of absorption from the 
rectal mucosa. 

Ammonia content in the systemic blood is re- 
ported to be higher than normal in patients in 
whom portal-systemic communications are present. 
This is said to result from the addition of ammonia- 
laden portal blood to that in the systemic venous 
system. However, studies by White and his associ- 
ates! show this to be true only if there is severe 
liver disease. Patients with bleeding esophageal 
varices caused by extrahepatic obstruction, who 
have otherwise normal liver function, will have 
normal levels of blood ammonia. Bordin? studied 
12 patients with proved varical bleeding and cir- 
rhosis of the liver, and he found that blood ammonia 
levels were elevated in only 5. He concluded that 
an elevated blood ammonia level indicated only 
the presence of liver damage. These facts, plus the 
errors that result from laboratory assay of ammonia, 
limit the usefulness of this test. 

The string test, by itself or complemented by the 
intravenous injection of fluorescein, is very useful 
in locating the bleeding point when there is no 
hematemesis. However, if there is hematemesis, the 
string will be coated with blood throughout the 
esophageal, gastric, and duodenal portions, and 
the string itself may be regurgitated. 

A 2-hour determination of urinary uropepsin is 
done in some institutions as an aid in diagnosis of 
the source of gastrointestinal bleeding. It is reported 
to be markedly elevated in cases in which bleeding 
is due to duodenal ulcer and normal in the presence 
of esophageal varices. 

We have on occasion inserted esophageal tam- 


4 . 
> 
a. 


ponades of the Sengstaken-Blakemore type, and 
have felt that patients in whom bleeding promptly 
ceased were suffering from esophageal varices. This 
procedure has been lifesaving in some instances, 
but it is very uncomfortable for the patient, requires 
the services of a special nurse, and is not without 
hazards. Conn’ reports that in his series of cases 
18 per cent of deaths were caused by accidents with 
this tamponade and not by the underlying disease. 
In view of these findings we feel that esophageal 
intubation should not be used as a screening pro- 
cedure. 

The roentgenographic examination of the distal 
esophagus by barium in the hands of an experienced 
radiologist is estimated to be positive for varices in 
only about 25 to 50 per cent of cases in which 
they occur. 

The only efficient methods for the detection of 
esophageal varices are direct visualization of the 
distal esophagus by esophagoscopy and demonstra- 
tion of the portal-systemic collaterals by spleno- 
portography. 

Esophagoscopic evaluation in these patients is 
generally considered to be safe. However, they are 
extremely ill and can co-operate only poorly. The 
veins are not as prominent as one might expect, and 
they can be easily overlooked if the patient is not 
bleeding at the time of examination. If the patient 
is bleeding, careful lavage must be done to cleanse 
the stomach and esophagus of old blood, for satis- 
factory visualization. 

Splenoportography is an excellent method of 
demonstrating the venous collaterals which result 
from portal hypertension. This, coupled with splenic 
pulp manometry performed at the same time, is by 
far the diagnostic procedure of choice. However, 
this is a somewhat complicated and time-consuming 
procedure, which carries with it some risk. It re- 
quires the use of rapid casette changers or several 
x-ray technicians to rapidly change the casettes 
during the course of and immediately following 
the injection of the dye into the spleen. 


Use and technic of azygography 


Brilliant work by Schobinger* has shown that a 
consistent diagnostic roentgenographic pattern is 
obtained in patients with portal hypertension by 
costal intraosseous venography. This simple pro- 
cedure can be performed easily and safely in only 
a few minutes, and it is diagnostic for portal hyper- 
tension. In the absence of this unique venographic 
pattern, portal hypertension can be ruled out. Since 
the chance of bleeding esophageal varices in the 
absence of portal hypertension is nil, varices as a 
cause of upper gastrointestinal hemorrhage can 
likewise be ruled out. 

If one considers the direction of blood flow 
in portal hypertension—from the portal system, 
through collaterals, into the systemic venous sys- 
tem—it will be realized that esophageal varices 
cannot be visualized on a venogram made by intra- 
costal injection. However, some abnormal collater- 
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Definitive treatment of 
bleeding esophageal varices 
depends on prompt diagnosis, equally 
prompt control of bleeding, 
replacement of blood, sterilization 
of the gastrointestinal tract, and 
a shunting operation as soon 


as the patient’s condition permits 


als are seen when portal hypertension is present, 
and it is this pattern which, because it is consist- 
ently produced, indicates portal hypertension. 

Briefly, the technic is as follows. The patient is 
premedicated in the usual manner with a narcotic 
and a barbiturate. One cc. of the opaque dye to 
be used is injected intravenously as a test for 
sensitivity. We use 50 per cent sodium diatrizoate 
(Hypaque). Then, observing strict aseptic technic, 
the skin over the left lateral aspect of the thorax 
is cleansed with Zephiran chloride or Merthiolate 
and draped with sterile towels. A local anesthetic 
is infiltrated into the skin and subcutaneous tis- 
sues, over the ninth or tenth rib in the midaxillary 
line on the left. 

A conventional bone marrow needle, approxi- 
mately 15-gauge, is inserted into the marrow cavity 
of the rib, using a rotary motion. This should be 
done with a stylet in place, to prevent a pneu- 
mothorax in case the needle should slide off the 
rib or go through it and puncture the pleura. Proper 
position of the needle can be verified by aspiration 
of blood and marrow from the rib. The amount of 
pain produced by the injection can be considerably 
reduced by injection of 2 to 4 cc. of 2 per cent 
procaine into the marrow cavity of the rib. 

The syringe containing the opaque medium is 
then connected to the needle by a length of plastic 
tubing (Venotube 20). Twenty cc. are injected as 
rapidly as possible—this should take approximately 
5 to 7 seconds—and the x-ray exposure is made 
while the last 2 to 3 cc. are being injected. It is 
important that the injection be rapid to obtain good 
opacification. A slightly overpenetrated film cen- 
tered to include the clavicles above and the upper 
abdomen below gives the best results. The patient 
should be instructed to hold his breath in a neutral 
position without straining. If he is forewarned that 
there will be some pain, but that it will last only 
a few seconds, he is not so likely to move during 
the injection. 
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Fig. 1. Normal azygogram. Note the intercostal vessels (1); the 
hemiazygous vein (2); and the azygous vein with its bulb well 


filled (3). 


Interpretation of azygograms 


A normal azygogram is illustrated in Figure 1. This 
patient had profuse hematemesis, hepatomegly, a 
35 per cent Bromsulphalein retention, and a history 
of alcoholism. No esophageal varices could be dem- 
onstrated on x-ray or esophagoscopy. A gastric ulcer 


Fig. 2. Abnormal azygogram (portal hypertension). Three inter- 
costal vessels can be identified (1); and the lateral thoracic 
vein is filled (2). Only the bulb of the azygous vein (3) can be 
seen, and the intervertebral plexus is apparent (4). 
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was seen on subsequent x-ray studies. Twenty cc. 
of Hypaque were injected into the marrow cavity 
of the ninth rib on the left. Note that there is good 
filling of two intercostal veins and the azygous 
vein. There is no evidence of any retrograde flow 
or any abnormal collateral circulation. This nor- 
mal azvgogram in a patient with liver disease en- 
abled us to rule out portal hypertension. The pa- 
tient was treated with routine ulcer therapy and 
made an uneventful clinical recovery. 

The intercostal azygogram seen in Figure 2 
demonstrates the criteria for portal hypertension 
outlined by Schobinger.5 These are: (1) opacifica- 
tion of more than one or two intercostal veins; (2) 
prominent intervertebral veins; (3) retrograde or 
antegrade opacification of the internal vertebral 
venous plexus; (4) visualization of the ascending 
lumbar and diaphragmatic and occasionally the 
lateral thoracic vein; and (5) the azygous vein 
poorly or not at all opacified by the contrast medi- 
um, except for its bulb, which is always demonstra- 
ble. 

The patient whose azygogram is seen in Figure 2 
had many episodes of hematemesis and melena. 
Esophagoscopy, gastroscopy, and x-ray examina- 
tions failed to disclose any pathologic condition. 
An azygogram was taken, which revealed evidence 
of portal hypertension. A splenoportogram was then 
taken; this showed the dilated and tortuous splenic 
vein, evidence of marked collateral circulation, and 
failure of the portal vein to fill with contrast medium 
(Fig. 3). Subsequent operation verified the diag- 
nosis of portal hypertension due to portal venous 
thrombosis. This patient had normal liver function 
tests and also normal results on a liver biopsy. 

By way of comparison, Figure 4 is that of a 
patient with cardiac insufficiency. It is known that 
in systemic venous hypertension, portal hyperten- 
sion is likewise present. Thus the patient's azygo- 
gram, illustrated in Figure 4, shows not only the 
criteria for portal hypertension but also those of 
generalized venous hypertension. These are dense 
opacification of the azygous vein and the superior 
vena cava. The patient had pulmonary edema at 
the time of examination, and the venous return to 
his heart was slowed, which accounts for the excel- 
lent visualization of the superior vena cava. 

In Figure 2, of the patient with pure portal 
hypertension due to portal venous thrombosis, the 
azygous vein is very poorly visualized because of 
increased blood flow through this vein. There is 
systemic venous blood plus the added portal blood 
being circulated through it; this accounts for the 
rapid flow and thus poor opacification as a result 
of dilution of the contrast medium. 

We feel that intracostal azygography should be 
employed in all cases of gastrointestinal hemorrhage 


in which portal hypertension is suspected. If an ab- 


normal azygogram is obtained, then splenoportogra- 
phy with splenic bulb manometry should be done. 
If the portal pressure is elevated and esophageal 
collaterals are detected, then a portocaval or spleno- 
renal shunt operation should be considered. 
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Fig. 3. Splenoportogram in the same patient as in Figure 2. 
Enlargement of the spleen (1) and the dilated splenic vein with 
gastroesophageal collaterals (2) can be seen. Note that the 
thrombosed portal vein is not visualized. 


Summary 


Most of the commonly used laboratory tests, x-ray 
examinations, and other procedures for the diag- 
nosis of portal hypertension are limited in their 
usefulness by numerous hazards and inaccuracies. 
Azygography, a simple and safe screening proce- 
dure, is recommended as an alternative. The pro- 
cedure and its interpretation have been presented, 
with illustrative normal and abnormal azygograms. 


Appreciation is expressed to Lois Burpee, R.N., for 
taking the photographs included with this paper. 
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Disorders of deglutition 


SAMUEL SANTASPIRT, D.O.,* Pennsauken, New 
Jersey 


The mechanism of swallowing is a highly complex, 
closely co-ordinated, partially reflex and partially 
voluntary, rapid act. It is performed hundreds of 
times a day by everyone, with little or no conscious 
thought. Only when pathologic or functional proc- 
esses interfere with the normal act does the indi- 
vidual become aware of the necessity of maintain- 
ing this vital function in good physiologic order. 

There are numerous pathologic conditions which 
can disrupt the act of deglutition. However, dis- 
cussion will be limited to only a few of these dis- 
orders and to a description of the normal act. 

The act of deglutition may be divided into three 
parts: the first or oral stage, the second or pharyn- 
geal stage, and the third or esophageal stage. This 
discussion will be further limited to the second 
or pharyngeal stage of deglutition. 

The fluoroscopist is quite fortunate in being able 
to observe normal deglutition in a great number of 
patients. It would seem that repeated observations 
of the act would lead to a sound working knowl- 
edge of the roentgenographic anatomy and physi- 
ology of this portion of the alimentary tract. How- 
ever, the relative paucity of published articles in 
the radiologic literature suggests that the act of 
swallowing is not examined routinely in all patients 
receiving oral opaque material. Perhaps failure to 
observe the act is because the transit of the bolus 
from the mouth to the esophagus is so rapid. Per- 
haps it is because the complex physiologic process 
produces a rapidly changing image on the fluoro- 
scopic screen. 

After a few months of observing the swallow- 


Presented at the annual meeting of the American Osteopathic College 
of Radiology, Dallas, Texas, November 1, 1960. 


Address, 6034 Lexington Ave. 


114 


ing act in every patient ingesting barium, it be- 
came evident to me that failure to adequately 
evaluate the act resulted from a lack of thorough 
knowledge of the anatomy and physiology of the 
area. More familiarity with these structures and 
mechanisms in the normal individual soon made it 
possible to recognize alterations during fluoro- 
scopic examination. Further study was rewarding 
enough that “on-the-spot diagnoses” during fluoros- 
copy were forthcoming, with a relatively high de- 
gree of accuracy. The employment of cineradiogra- 
phy partially eliminates the necessity for careful 
fluoroscopic evaluation during the act of degluti- 
tion, but it does not eliminate the need for a sound 
knowledge of anatomy and physiology.!~4 


Anatomy of the area 


Gross anatomy e Figure 1 is a composite sketch 
of the area involved in deglutition. It attempts to 
depict the posteroanterior view of the pharynx and 
larynx. Because of the proximity of the larynx, 
this area must also be described anatomically. The 
posterior portion of the tongue is seen above, lead- 
ing into the valleculae (slightly overshadowed by 
the epiglottis), the pyriform sinuses laterally, the 
structures comprising the larynx in the center, and 
the beginning of the cervical esophagus below. 
Figure 2 reveals some of these structures in more 
detail. In Figure 2B the valleculae are separated 
from each other by a midline structure called the 
glossoepiglottic fold. This fold extends from the 
base of the tongue to the ventral surface of the 
epiglottis. The free edge of the epiglottis has been 
cut away in this sketch. Lateral to the valleculae 


.and extending downward and posteriorly, sur- 


rounding the laryngeal structures on each side, are 
the pyriform sinuses. 

Figure 2C shows the epiglottis erect in the nor- 
mal resting position, with the aryepiglottic folds 
curving around laterally to the areas of the cunie- 
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Fig. |. A composite sketch showing a posteroanterior view of 
the pharynx and larynx. 


form and corniculate cartilages. Below these catti- 
lages, not shown in the sketch, are two midline 
structures called arytenoid cartilages. These struc- 
tures lie dorsal to an area leading to the glottic 
structures called the vestibule of the larynx. The 
vestibular air column leads to the area of the false 
mS cord, laryngeal ventricle, true cords, and trachea. 
The pyriform sinuses, also called the lateral pharyn- 
geal recesses, sweep downward and backward, and 
then toward the midline into the hypopharynx and 
cervical esophagus. Figure 2A demonstrates these 
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Fig. 2. Detail of some of the structures illustrated in Figure |. 
A, lateral view, showing some interrelationships of parts in- 
volved in deglutition. B, detailed sketch of one area, empha- 
sizing the glossoepiglottic fold. C, normal resting view with 
the epiglottis in an erect position. 
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structures in the lateral view. In addition, the 
laryngeal vestibule, a cross section of the hyoid 
bone, and thyroid cartilage are now visible. The 
base of the tongue is located above and posterior 
to the body of the hyoid bone. 

Figure 3 depicts lateral and posterior views of 
some of the musculature enclosing the above struc- 
tures. Attention is directed to the triangular areas 
above and below the cricopharyngeus muscle; these 
are the sites of origin of pharyngeal diverticula. 
There is little muscular tissue in this area. For a 
more comprehensive understanding of the muscular 
relationships of the upper alimentary tract the 
reader is directed to Lerche’s® excellent monograph 
on this subject. 
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Fig. 3. Lateral and posterior views of some of the musculature 
enclosing the structures depicted in Figures | and 2. 


Roentgenographic anatomy e Figure 4 shows 
anteroposterior and lateral projections of the phar- 
ynx and larynx in the resting state. The structures 
are coated with a thin layer of opaque material. In 
the anteroposterior view the valleculae are seen as 
two small pocketlike structures on either side of 
the midline. The pyriform sinuses are visualized 
laterally, and the laryngeal vestibule is between 
these sinuses. The ventricular fold or false cords 
are separated by an air column leading to the 
laryngeal ventricle. The true cords lie below the 
ventricle and above the tracheal opening. 

The symmetry of these structures is noteworthy; 
loss of this symmetry is very important in evaluat- 
ing various disorders affecting this area. 
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Fig. 4. Normal roentgenographic anatomy of the pharynx and 
larynx in a resting state. 


In the lateral view, the structures encountered 
passing from the tongue toward the esophagus and 
trachea are: base of the tongue, the valleculae (su- 
perimposed on each other and lying between the 
base of the tongue and the epiglottis ), the pyriform 
sinuses (superimposed upon each other and hang- 
ing to the side and behind the laryngeal vestibule), 
the vestibule, leading into the laryngeal ventricle 
and trachea, the aryepiglottic folds, and the aryte- 
noid eminences. The relief of the pyriform sinus 
blends with the cervical esophagus. 

In the lateral view, the relationships of the struc- 
tures are as important as are the symmetry of 
structures in the anteroposterior view. Most of the 
structures can be readily identified on roentgeno- 
grams of the cervical area obtained for survey pur- 
poses or for evaluation of the cervical spine. 

The value of soft-tissue roentgenography of the 
neck has been reported elsewhere®? and should be 
reviewed. It is extremely important that one be 
familiar with the cartilagenous structures and their 
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mode of calcification. It will greatly aid in evalua- 
tion of this area in cases of suspected foreign body 
ingestion and aspiration. 


Technic of examination 


Any definitive examination of the act of deglutition 
should be preceded by anteroposterior and lateral 
roentgenograms of the cervical soft tissues. In our 
hospital we examine the patient in an erect position. 
We have found little or no advantage in utilizing 
the supine position. In a majority of instances the 
examination is performed using a barium paste on 
a dry esophagus. This gives a good coating of the 
mucosa for spot roentgenograms in the anteropos- 
terior and lateral projections, with these structures 
in the resting state, and during a modified Valsalva 
maneuver.8-!0 There are various procedures that 
can be employed to obtain the Valsalva effect. We 
have found that the simple act of puffing out the 
cheeks is adequate to determine the distensibility 
of the structures. 

Depending on the disorder observed during the 
initial swallow or known from previous observa- 
tions, films should be exposed in the anteroposterior 
and lateral projections during the swallowing of a 
paste or thin barium mixture. 

The timing of the exposure is regulated by the 
position of the rising laryngeal structures. If the 
valleculae and epiglottic areas are to be filmed, the 
exposure is made at the moment the structures 
reach almost maximum height. If the pyriform sinus 
area is to be examined, the film is exposed at maxi- 
mum height of these structures. If the hypopharyn- 
geal area is desired, the exposure is made immedi- 
ately after the rise to maximum height. The position 
of these structures can be determined by placing a 
finger on the thyroid cartilage and removing it at 
the time of exposure® or, as I prefer, standing to 
the side of the patient and observing the rise and 
fall of these parts. 

During fluoroscopy and filming, it is absolutely 
necessary that the head be in a neutral position or 
false impressions will be entertained. The bulk of 
the opaque material will fall into the recesses op- 
posite the side to which the head is dependent. It 
is important that the patient swallow as much 
barium as possible in one gulp or errors of inter- 
pretation may again occur. A small amount of 
opaque material does not fully distend the pharynx.® 


Normal swallowing act 


As was previously stated, discussion will be limited 
to the second stage of deglutition—that is, the 
stage that begins after the bolus passes the fauces 
and is forced into the esophagus. This occurs ex- 
tremely rapidly and is primarily reflex in nature. 


’ The historical descriptions of deglutition are quite 


interesting and are recommended for review. 
There is no doubt that cineradiography is the 

ideal method for examining the act of deglutition; 

however, there have been sufficient publications on 
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this subject to allow an adequate evaluation of 
spot films obtained at fluoroscopy.!3+4 

Figure 5 shows a series of films depicting signifi- 
cant changes occurring during the second stage of 
deglutition. The lateral projection (5A) represents 
the resting stage. The recesses are coated from a 
previous swallow of opaque material. Note the po- 
sition of the hyoid bone, the pharyngeal recesses, 
and the laryngeal structures outlined by air. No 
air is seen in the esophagus. However, some indi- 
viduals can relax the cricopharyngeus at will and 
allow air to enter the esophagus.!! The position of 
the epiglottis and soft palate is apparent. 

Figure 5B depicts the leading edge of the bolus 
approaching the fauces. Note the rise of the hyoid 
bone and its relationship to the horizontal. There 
is shortening of the aryepiglottic folds. The epig- 
lottis begins to arch backward and downward. 

When the bolus passes the fauces (5C), the tip 
of the epiglottis practically touches the posterior 
pharyngeal wall. The opaque material is seen to 
enter the valleculae. Note the close approximation 
of the hyoid density to the mandibular density. 
The laryngeal structures are also further elevated, 
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Fig. 5. A series of films showing the normal act of swallowing,as seen in the lateral projection. 


and obliteration of the laryngeal air column results 
from sphincteric action responsible for the closure 
of the laryngeal aditus. In Figure 5D the opaque 
material is seen to be spilling over the valleculae 
around the laryngeal structures into the pyriform 
sinuses. The epiglottis is horizontal. There is asso- 
ciated thickening of the posterior laryngeal wall 
(Passavant’s ridge) and obliteration of the naso- 
pharyngeal air space. The laryngeal air is further 
obliterated. The larynx and hyoid bone remain 
elevated. 

When the opaque material passes the laryngeal 
opening and completely fills the pyriform sinuses 
and enters the esophagus (5E), the epiglottis is 
seen to be well below the horizontal; it appears to 
be hanging in the barium stream. All the structures 
that were elevated remain in that position. There 
is complete obliteration of the laryngeal air column 
at this time.%12.13 

In Figure 5F the bolus is entering the esophagus. 
Note that there is a small amount of air swallowed 
ahead of the bolus in the esophagus. In 5G and 5H 
the tail end of the bolus is passing the laryngeal 
opening. Note the coating on the anterior surface 
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of the epiglottis. The peristaltic wave responsible 
for the cleansing action of the pharynx has begun 
on the posterior wall. In 5H and 5I the hyoid bone 
and larynx begin to return to their normal positions. 
The epiglottis is swinging upward and forward, and 
residual opaque medium is being collected in the 
pharyngeal recesses. Air is again beginning to enter 
the laryngeal area. In 5J the structures have re- 
turned to the normal resting state. 

In Figure 6 the anteroposterior projection of the 
swallowing act is shown. Figure 6A represents the 
resting state, with the pharyngeal recesses coated 
from the previous swallow. There is an unusually 
good delineation of the laryngeal airway. The ves- 
tibule, false cords, ventricle, true cords, and sub- 
glottic area are well seen. Note the symmetry of 
the structures. In 6B the opaque material is passing 
over the base of the tongue. In 6C the dye is 
completely filling the valleculae, and in 6D it is 
passing into the pyriform sinuses. A small amount 
of opaque material is seen to be entering the laryn- 
geal vestibule. It is not unusual to see a small 
amount of thin opaque material entering the ves- 
tibule; however, no opaque material should pass 
beyond this area into the laryngeal ventricle. Note 


Fig. 6. Normal act of swallowing as seen in the anteroposterior projection, 


how the opaque material splits around the epiglot- 
tis and laryngeal structures. 

In Figure 6E the pyriform sinuses are completely 
filled, and barium is entering the esophagus. The 
relative lucency in the center of the film represents 
the epiglottis and laryngeal structures. In 6F there 
is further passage of the opaque material into the 
esophagus. The epiglottis is returning toward the 
horizontal position, making the vallecular recesses 
visible again. In 6G the bulk of the bolus is in the 
esophagus. The valleculae are better visualized, and 
the epiglottis is almost upright again.}-3.4,9.11,14,15 

In 6H the structures are at rest, with a small 
amount of opaque material outlining the intrinsic 
laryngeal structures. Note the amount of barium in 
the valleculae and pyriform sinuses. A second swal- 
low, without ingestion of opaque material, will al- 
most completely clear the recesses of barium. When 
the second and third swallows of opaque material 
fail to clear the recesses of opaque material, con- 
siderable suspicion that there is some disorder 
affecting these structures should be aroused.!617 
The slightest disturbance, such as a mild inflam- 
matory change in the mucosa, may give rise to the 
“vallecular sign,” indicating abnormality in the act 
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Fig. 7. Visualization of the cricopharyngeus muscle in asympto- 
matic patient. 


of deglutition.17 The vallecular sign will be dis- 
cussed in more detail later. 


Abnormalities in deglutition 


Spasm of the cricopharyngeal muscle e Nor- 
mally the cricopharyngeus is not visible during the 


Fig. 8. Development of diverticula. The sac begins as a small 
bulge of the mucous membrane over the upper limits of the 
cricopharyngeus muscle at the weak area (A). As the sac 
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act of deglutition.18-2° When this structure is visual- 
ized persistently it is an indication of intrinsic or 
extrinsic, organic or functional disease, affecting 
the relaxation of this structure. The spasm may be 
painful or asymptomatic. Figure 7 shows the im- 
pression produced by the cricopharyngeus muscle 
in asymptomatic patients. 

It has been proposed that two types of spasm 
may be considered. First is a dynamic or neuro- 
muscular form, in which nerve lesions involve the 
ganglionic plexuses. Clinically, this type begins 
with intermittent paroxysms of contractions, be- 
coming progressively worse and finally resulting in 
permanent painful contraction. The other type is 
described as a passive, myopathic, or interstitial 
type. This type shows a diffuse interstitial fibrosis 
of the muscle. The lack of elasticity and contrac- 
tility results in painless progressive dysphagia. At 
first there is a delay in ingestion of solids with sub- 
sequent difficulty in swallowing liquids. 

The pathologic changes occurring in the muscle 
are the same as inflammation anywhere, with round- 
cell infiltration and development of a cordlike ring 
called a cricopharyngeal band. The band becomes 
more and more dense and prevents proper relaxa- 
tion of the muscle. Atrophic changes may occur in 
the mucous membrane; these are considered by 
some to be the seat of malignant change. 

The clinical history elicited from these patients 
is quite typical. They are usually neurotic in tend- 
ency, elderly, and rapid eaters with dentures or 
defective teeth. They report previous acute par- 
oxysms of spasm. They explain choking sensations 
at meals, especially on swallowing bread or meat. 
Large mouthfuls of food produce painful swelling 
at the base of the neck. Sometimes gyrations of the 
head and neck are necessary to cause the swallowed 
material to pass into the esophagus. As the process 
continues, eating becomes more difficult and pain- 
ful. Smaller amounts must be ingested, with numer- 
ous acts of swallowing to get the food down. Dila- 
tation of the hypopharyngeal area occurs, producing 
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enlarges it swings downward and laterally (B and C). The 
shape and position of the sac change during the act of de- 
glutition. Figure D shows anatomic relationships. 
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Fig. 9. A small hypopharyngeal diverticulum in an asympto- 
matic female. 


bilateral swelling of the neck. What may have been 
a functional disorder now results in organic dis- 
ease. Frequently, hypopharyngeal diverticulae re- 
sult. Fluoroscopic examination shows the opaque 
material to be resting above the cricopharyngeous 
muscle, There may be slow passage of the opaque 
material through this area; sometimes it passes 
through in small droplets. The hypopharynx is usu- 
ally dilated.1!.21 


Diverticula e Basically, three types of diverticula 
are described in this area: lateral pharyngeal di- 
verticula, pseudodiverticula of the pyriform sinuses, 
and posterior pharyngeal or Zenker’s diverticula. 

Lateral pharyngeal diverticula are relatively rare. 
They infrequently are symptomatic. It is believed 
that the bulging is produced by a weakness in the 
lateral wall of the middle constrictor muscles. Rou- 
tine examinations of this area may reveal more of 
these diverticula than are presently reported. 

During the resting stage of deglutition these pock- 
ets are not visible. However, during the active stage 
in which the bolus distends the pharynx, the antero- 
posterior view will reveal a pouch protruding from 
either the left or right lateral pharyngeal wall. 
They may resemble a bulging vallecula. During 
the Valsalva maneuver the diverticulum is repre- 
sented by unilateral bulging of the pharynx above 
the thyroid cartilage. 

The pseudodiverticulum actually represents an 
abnormal dilatation of a normal pyriform sinus. 
Criminals who habitually hide money or jewels 
in their pharynges not infrequently demonstrate 
this abnormality. 

Posterior pharyngeal diverticula are by far the 
most common type of diverticula seen in this area. 
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If the arrangement of the musculature of the hypo- 
pharynx and upper esophageal area are recalled 
(Fig. 3), the pathology of this disorder becomes 
more apparent. The diamond-shaped area of this 
portion of the alimentary tract is traversed by the 
cricopharyngeus muscle. Immediately above this 
muscle and below the oblique fiber of the inferior 
constrictor muscles of the pharynx is a weak spot 
not covered by musculature. A similar area exists 
below the cricopharyngeus muscle and above the 
oblique fibers of the esophagus. Herniations can 
occur through either of these areas, but they usually 
occur in the upper triangular area. 

The sac is made up of mucosa and submucosa. 
The size of the mouth varies but it is usually large. 
The size of the sac is usually large when it is 
symptomatic and the patient is brought to examina- 
tion. 

Figure 8 demonstrates the development of these 
diverticula. Note the changing direction of the neck 
as the sac enlarges. During deglutition the mouth 
of the diverticulum opens wide so that the sac be- 
comes a direct continuation of the pharynx. Large 
sacs usually swing downward and to the left of the 
cervical esophagus. 

The cause of hypopharyngeal diverticula is not 
settled at present. Some investigators propose that 
an alteration of the co-ordinated relaxation of the 
cricopharyngeus muscle, incidental with the con- 
traction of the pharyngeal musculature, produces a 
herniation of the mucous membrane. Others claim 
small webs in the hypopharynx, as a result of in- 
flammation, result in herniation. Still others attempt 
to correlate the presence of osteophytes of the cer- 
vical spine with diverticula on a traction basis. 
There are good arguments both for and against all 
these theories. 

Small diverticula rarely produce symptoms and 
may easily be overlooked. The lateral projection is 
best for demonstrating small diverticula. Figure 9 
demonstrates a small herniation in an asymptomatic 
female. The majority of diverticula are found in 
middle-aged males. During the active stage of de- 
glutition a small bulge may be seen on the poste- 
rior wall of the hypopharynx. In the resting stage a 
small amount of barium is seen remaining in the 
sac; this is because the peristaltic wave does not 
pass through the sac, since it is devoid of muscu- 
lature. The Valsalva maneuver causes the sac, 
which was dependent during the active stage of 
deglutition, to become horizontal. The changing 
configuration of the diverticulum during and after 
deglutition is explained on the basis that during 
deglutition the oblique and circular fibers relax 
and allow the sac to become distended with the 
bolus. In the resting stage the tonic contraction of 
the fibers causes the sac to assume a right angle 


- with the esophagus. 


In larger sacs the mouth of the diverticulum is 
lined up with the pharynx, and the bolus enters the 
neck directly. The peristaltic wave further distends 
this sac. The distended sac narrows the esophagus 
adjacent to the diverticulum, but the lumen of the 
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esophagus distally appears normal. This is best seen 
on the anteroposterior projection since larger diver- 
ticula swing to the right or left of the esophagus. 
Oblique projections may be necessary.9-11,13,18,22-25 

Occasionally, the herniated mucous membrane 
of the hypopharynx finds its way between the mu- 
cosa and muscularis of the esophagus. On films a 
double density is produced in the midline over the 
esophagus in the anteroposterior and lateral projec- 
tions.25 It should be mentioned that at least a 
dozen cases of carcinoma arising in diverticula have 
been reported in the literature. The lesion was fre- 
quently misinterpreted as inspissated food within 
the sac.26 ; 


Webs and constricting bands e Webs usually 
occur in the postcricoid area. They are usually thin, 
but they can be thick. They may be single or mul- 
tiple, and may partially or completely encircle the 
esophagus. Most webs are located on the right and 
front sides. They are occasionally found in pyri- 
form sinuses.13.20,24,25,27,28 

The combination of dysphagia and hypochromic 
microcytic anemia is referred to as sideropenic 
anemia or the Plummer-Vinson syndrome. Not in- 
frequently, webs are observed in the pharynx and 
upper esophagus. Cases have been reported in 
which no anemia was present; the only finding was 
a dysphagia of many years’ duration. It is appar- 
ently difficult to differentiate the true Plummer- 
Vinson syndrome from dysphagia due to webs. 
They are both probably part of a generalized dis- 
ease process. 

The actual pathologic process is not well under- 
stood because few of these individuals have been 
studied at necropsy. Much of the information is 
based on the observations of the endoscopist. These 
men report a generalized atrophy of the mucosa, 
with superimposed processes occurring in the 
mouth of the esophagus which are thought to be 
a form of chronic inflammation. The mouth of the 
esophagus is occasionally reduced in size by webs 
or bands of mucosa. The opening may be of pin- 
hole size, a small irregular opening, or an obliquely 
placed eccentric slit. Sometimes the mucosa appears 
reddened and edematous with superficial ulcera- 
tions. The microscopic impression is suggestive of 
chronic inflammation with fibrosis and lymphocytic 
infiltration. No changes have been observed in the 
nerves or ganglia. 

The symptoms vary with the degree of webbing. 
The typical history is that of an adult female with 
progressive dysphagia and tiredness.” In one case 
the patient complained of dysphagia only at the 
evening meal. This finding has been reported else- 
where. After resting the patient could eat with little 
difficulty.9 

With the progression of the pathologic change, 
the patient spends more time chewing her food or 
resorts to soft foods and liquids. Rapid eating 
results in regurgitation of food and choking. Some 
patients avoid eating in public and actually stand 
over a washbow] while eating. Because these pa- 
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tients are not infrequently labeled as having globus 
hystericus or some other neurosis, they continue to 
suffer for years. 

The x-ray examination usually demonstrates a 
normal swallowing act; however, the opaque ma- 
terial sometimes becomes arrested at the opening 
of the esophagus. Films must be obtained at the 
time the pharynx is distended with the bolus. Usu- 
ally the lateral projection is most diagnostic. Here 
small indentations of varying lengths from 0.5 mm. 
to 5.0 mm. or more can be seen in the postcricoid 
or pyriform sinus areas. If the indentation is seen 
posteriorly it probably represents encirclement of 
the esophagus. The use of barium-filled capsules has 
been advocated. The capsule will come to rest 
above the web. My experience with capsules has 
been unsatisfactory; I feel that this is because the 
gelatin softens and adheres to the mucosa or the 
pharynx or esophagus and thus leads to false im- 
pressions. 

Figure 10 demonstrates two cases of webbing. 
The upper group shows indentation in the left pyri- 
form sinus and right hypopharyngeal area. Endos- 
copy confirmed this impression and _ laboratory 
examination established the anemia. The patient 
was given iron therapy and has been asymptomatic 
for approximately 1 year. The lower group of films 


Fig. 10. Two cases of webbing. Above, webbing in an asympto- 
matic patient. Below, webbing in a patient with the Plummer- 
Vinson syndrome. 
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demonstrates webs in the postcricoid area in an 
asymptomatic patient. No anemia was found and no 
treatment was instituted. 


Neuromuscular disturbances e Neuromuscular 
disturbances producing dysphagia are either caused 
by pathologic change affecting the wall of the 
pharynx and altering normal muscular activity, or 
by pathologic processes altering the nervous con- 
trol of deglutition. Whether the lesion-producing 
dysphagia is localized in the nervous control center 
or in the musculature of the pharynx, the resulting 
disorder produces a phenomenon referred to as 
vallecular dysphagia. This consists of retention of 
abnormal amounts of barium within the recesses of 
the pharynx following deglutition.!6 Despite nu- 
merous attempts to clear these recesses the material 
remains in the valleculae and pyriform sinuses. 

The vallecular sign occurs not only in neuromus- 
cular disturbances but also in carcinoma of the 
hypopharynx, esophagus, cardia of the stomach, 
and other affectations of the mediastinum and para- 
mediastinal areas. It is therefore necessary to exam- 
ine the entire esophagus when considering lesions 
altering the act of deglutition. This sign does not 
appear in patients with functional dysphagia. In 
atony of senescence, some opaque material remains 
in the recesses, but not in excessive amounts. 

In the oral stage of deglutition in these patients, 
one observes the patient rolling the bolus around 
in his mouth before swallowing it. These patients 
have a fear of swallowing because of previous 
bouts of choking on aspirated material from incom- 
plete closure of the larynx. Since the first swallow 
of material remains in the recesses, subsequent 
swallows further accumulate in the pharynx, with 
regurgitation and aspiration. During the Valsalva 
maneuver, if the patient can perform the act, there 
is abnormal ballooning of the recesses. If the lesion 
affects only one side, that side will dilate abnor- 
mally. The ingested bolus flows down the normal 
side, but more barium is retained in the abnormal 
side. 

The lesions affecting the nervous control of de- 
glutition may involve the afferent (sensory) or 
efferent (motor) tracts, or the central area con- 
trolling the act. Afferent and efferent lesions are 
not common. They are usually unilateral, but they 
can be bilateral. 

Central control lesions are usually found in the 
pons, midbrain, and medulla oblongata.9-!!-12.17,24 
Bulbar palsy is the most common lesion resulting 
in this disturbance. Figure 11 depicts residual 
changes occurring in the pharynx from an adult 
who had bulbar poliomyelitis as a child. At fluoros- 
copy an unequal flow of opaque material was ob- 
served. The patient had to tilt and twist his head 
to the left to adequately swallow the bolus. He was 
aware of this procedure and reported having done 
so for many years. An excellent report on the de- 
fects following poliomyelitis has been published 
recently.29 

Lesions producing changes in the pharyngeal 


122 


Fig. 11. Residual changes following bulbar poliomyelitis. 


musculature result in changes similar to bulbar 
palsy. These disorders are myasthenia gravis, tuber- 
culosis of the larynx, and scleroderma.®° Of these, 
myasthenia gravis is most interesting because the 
diagnosis can be made most easily by x-ray ex- 
amination in a very short period of observation. 
Dysphagia is one of the most common symptoms 
of myasthenia gravis. It is often the presenting 
symptom indicating muscular fatigue. Dysarthria, 
indicated by nasal speech, frequently occurs with 
dysphagia, but not alone. If the dysphagia occurs 
during the course of the disease, it usually indi- 
cates an exacerbation of a process. Other signs of 
muscular weakness appear with varying frequency. 
These are dyspnea, ptosis, dyplopia, and weakness 
of the muscles of the arms, legs, and neck. 

All ages are subject to involvement, but the 
young adult (age 20 to 30) and elderly person 
(age 60 to 70) are most frequently affected. In the 
elderly individual, the differential diagnosis must 
always include tumors of the central nervous sys- 
tem, bulbar palsy, and degenerative lesions of the 
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Fig. 12. Changes seen in a patient with myasthenia gravis. 


central nervous system. The process may be static 
for a number of years or show remissions and ex- 
acerbations. Spontaneous remissions may occur no 
matter how severe the relapse may appear. 

At fluoroscopy, the oral stage as well as the 
pharyngeal stage must be carefully evaluated. 
There will be considerable rolling of the bolus in 
the mouth before swallowing is attempted. The 
bolus may be broken up and swallowed piecemeal. 
The time taken for initiating swallowing, as well 
as the time taken to pass through the pharynx, may 
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be recorded. There is considerable retention of bar- 
ium in the mouth as well as in the pharyngeal 
recesses. The Valsalva maneuver demonstrates ex- 
cessive bulging. The symmetry of structures is pre- 
served. Repetitive acts of swallowing rapidly fa- 
tigue the musculature, and the patient is unable to 
produce swallowing acts.9-16.24,27.31,32 The neostig- 
mine test, proposed by Schwab and Veits,>* should 
then be utilized. Re-examination 30 to 60 minutes 
later demonstrates marked improvement of the 
swallowing act as well as the relief of other mus- 
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Fig. 13. Carcinoma involving the free edges of the epiglottis with extension along the glossoepiglottic folds. 


cular fatigue. The bolus passes more quickly and 
the amount of retained opaque material is greatly 
diminished. In no other disease is this response to 
neostigmine observed. Certain precautions and al- 
terations of technic have been described in the 
literature and should be familiar to the examiner. 

Figure 12 demonstrates a case of myasthenia 
gravis in which the patient’s complaints consisted 
of weakness of the extremities and dysphagia. Fig- 
ures 12A and 12B show the barium outlining the 
recesses of the pharynx during the act of degluti- 
tion. There was spilling of the opaque material into 
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the larynx. Figures 12C and 12D are films exposed 
at rest. There is a considerable amount of opaque 
material retained within the valleculae and pyriform 
sinuses. Figures 12E and 12F are films taken at rest 
30 minutes following the neostigmine test dose. 
This patient was subsequently placed on the proper 


‘medication and, at last report, has had no re- 


missions. 


Neoplasms of the pharynx e Carcinoma of the 
laryngopharynx is found more frequently in men, 
while carcinoma of the hypopharynx occurs more 
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frequently in women. It is believed that carcinoma 
arises from the changes produced by hyperchromic 
microcytic anemia. This may explain why there is 
a predominance of hypopharyngeal carcinoma in 
females. 

Soft-tissue roentgenograms of the neck frequently 
demonstrate the areas of involvement by neoplasm. 
Alterations in the air column, soft-tissue relief, 
cartilage destruction, and loss of symmetry are 
frequently observed.7:13-14.34 Laminography is most 
helpful in demonstrating the extent of involvement, 
particularly in the pre-epiglottic and _ intrinsic 
laryngeal areas. Space does not permit a compre- 
hensive discussion of the various patterns produced 
by intrinsic laryngeal tumors. There are numerous 
excellent papers on the subject of laryngeal tumors. 

Neoplasms involving the posterior pharyngeal 
wall produce blurring of the air shadow with 
thickening of the soft tissues. Epiglottic involve- 
ment produces irregularity of the air column. The 
vallecular relief is not clearly defined, or the free 
margin may show irregularity of a polypoid or 
ulcerative nature. The pre-epiglottic area may be 
encroached upon. Irregularity of the aryepiglottic 
structures may be seen. The density of the arytenoid 
eminences may be markedly increased in size. Ob- 
literation of the air shadows produced by the val- 
leculae, pyriform sinuses, laryngeal vestibule, and 
laryngeal ventricle may be seen. Distortion of any 
of these structures may be visualized. 

The swallowing act may be disturbed in any 
number of ways, depending upon the location of 
the lesion and the extent of invasion and edema. 
Sometimes the patient will refuse to swallow paste 
or will swallow minute amounts for fear of aspira- 
tion. The lumen of the laryngeal and pharyngeal 
structures may be impaired. If the tumor involves 
the mucosal surface, the opaque material may come 
to rest upon the lesion and flow around it. If ul- 
cerative in nature, the material will fill the recesses. 
Films exposed at rest and during the Valsalva ma- 
neuver will delineate the tumor. Absence of filling 
of the recesses or abnormal retention of material in 
these areas is a frequent finding. There may be 
incomplete closure of the larynx with aspiration of 
the opaque 

The roentgen findings of suspected neoplastic 
invasion of these structures should not be dis- 
credited if the endoscopist fails to visualize the 
tumor. This is particularly true of pre-epiglottic 
invasion by tumor and subglottic extension. Not 
infrequently the endoscopist is unable to visualize 
the tumor until it has violated the mucosal surface 
or until edema of contiguous structures has sub- 
sided enough to permit full visualization of the 
larynx and pharynx. 

Figure 13 shows a case of carcinoma involving 
the free edge of the epiglottis with extension along 
the glossoepiglottic folds, both valleculae, and the 
upper portion of the left pyriform sinus. Ulceration 
of the epiglottis was seen on endoscopy. On the 
soft-tissue film the alteration of the epiglottic den- 
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Fig. 14. Carcinoma ot the pharynx, involving the right pyritorm 
sinus. 


sity is seen. There is marked thickening of the 
epiglottis with partial obliteration of the valleculae 
and pyriform sinus areas. Anteroposterior and lat- 
eral films during swallowing show a decrease in the 
distensibility of the pharynx. Films exposed during 
rest demonstrated the filling defects of the vallec- 
ulae and asymmetry of the recesses. The amount 
of air within the vestibule of the larynx is de- 
creased. The endoscopist reported thickening of 
the ventricular cords but no evidence of true tumor 
extension. 

Figure 14-shows a case of carcinoma involving 
the right pyriform sinus. During swallowing the 
opaque material passed down the left side of the 
pharynx with a symmetry of dilatation. The film 
taken during the Valsalva maneuver demonstrates 
the inability of the right side to distend. This patient 
had extensive esophageal carcinoma in addition to 
the neoplasm within the right pyriform sinus. 


Summary 


Failure of adequate evaluation of the disorders of 
swallowing lies primarily in the unfamiliarity of the 
radiologist with the anatomy and physiology of 
this part of the alimentary tract. Cineradiography 
will undoubtedly clear up many of the controversial 
aspects of deglutition but, as with any new tool, 
the worth of the procedure lies primarily in the 
capabilities of the examiner. With existing equip- 
ment, an adequate evaluation of deglutition can be 
obtained with repetitive observation of the swal- 
lowing act. The rapid passage of the bolus through 
the pharynx is at first discouraging, but with each 
observation more and more is perceived. 

The salient points of deglutition are: the rise 
and fall of the laryngeal and pharyngeal structures, 
the action of the epiglottis, the closure of the 
laryngeal aditus, the relaxation of the cricopha- 
ryngeus muscle, the symmetrical distribution of the 
opaque material, the distensibility of the pharynx, 
and the amount of retained material in the recesses. 
Abnormalities of any of these findings should lead 
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to careful scrutiny of the act of deglutition, and 
films should be obtained during distention of the 
pharynx, at rest, and during the Valsalva maneuver. 
The importance of soft-tissue roentgenograms of 
the neck, as well as of laminograms, must be 
stressed in complete evaluation of this area. 

A word of caution concerning the so-called func- 
tional dysphagia must be advanced. Before labeling 
dysphagia as being of neurotic origin, an exhaustive 
evaluation of the swallowing act must be carried 
out. A functional problem over a long period can 
result in organic change.2° 

Intrinsic laryngeal and pharyngeal disease is not 
too difficult to demonstrate. Lesions elsewhere in 
the nervous system, digestive system, or respiratory 
system sometimes present problems as to location. 
Concomitant disorders must also be considered in 
an adequate evaluation of the act of deglutition. 
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Pulmonary vascular responses to serotonin 


and effects of hypertonic 


sodium chloride solution in the rabbit 


MILTON S. STEINBERG, D.O., M.D.,* ARTHUR 
WALLACE, and PAUL WILSON, Kansas City, 
Missouri 


The physiochemical regulation of vascular smooth 
muscle and the role of certain cations involved 
in this phenomenon has been a subject of in- 
tensive investigation. It has been suggested that 
the tension of vascular smooth muscle is a func- 
tion of the electrical potential across its cell mem- 
brane. This potential is a measure of ionic distri- 
bution and transmembrane mobilities. It has 
further been suggested that the mode of action of 
the various substances which modify smooth mus- 
cle tonicity may reside in their ability to alter 
the extracellular/intracellular ionic ratio (primarily 
of sodium [Na,/Naj] ) and/or the relative mobili- 
ties of sodium and potassium across the cell mem- 
brane. 

Serotonin (5-hydroxytryptamine ) has been found 
to increase the tension of smooth muscle in the 
pulmonary vasculature in dogs. This increased 
resistance in the pulmonary circuit has been dem- 
onstrated to parallel the pulmonary arterial pres- 
sure, and the increase in pulmonary resistance has 
consequently been expressed in terms of a rise in 
pulmonary arterial pressure. The response to sero- 
tonin is apparently an exclusive result of its local 
action.” 

The objects of our investigation were: (1) to 
determine if serotonin exhibits a pulmonary vaso- 
constrictor effect in the rabbit; (2) to investigate 
the quantitative aspects of this response if such 
This study was supported by a grant from the United States Public 
Health Service (HT 5026). Dr. Steinberg is director of the Division 
of Cardiovascular Disease at Kansas City College of Osteopathy and 


Surgery; Mr. Wallace is a senior student and Mr. Wilson a sopho- 
more student at the same institution. 
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was found to occur; and (3) to determine if such 
a response is modified by the injection of hyper- 
tonic sodium chloride solution into the pulmonary 
circuit. 


Method 


Observations were made in 20 female rabbits rang- 
ing in weight from 2.5 to 3.5 kg. All animals were 
anesthetized with Nembutal sodium (20 mg. per 
kilogram of body weight) and ethyl ether by inha- 
lation as required. The chest of each animal was 
opened, and the pulmonary and the carotid arteries 
were cannulated. Pressures from these vessels were 
recorded simultaneously, utilizing a mercury ma- 
nometer and kymograph. Serotonin creatinine sul- 
fatet was injected into the ear vein, and recordings 
were made of pulmonary arterial and carotid arte- 
rial pressures. 

In order to investigate the quantitative nature of 
the pulmonary vascular response, quantities of sero- 
tonin ranging from 0.7 to 17.0 mcg. per kilogram of 
body weight were injected via the marginal ear 
vein, and recordings of carotid arterial pressure 
were made. 

To study the modifying effects of hypertonic 
saline on the serotonin-induced pulmonary response, 
injections of serotonin (50.0 and 5.0 mcg.) were 
followed by 1.0 cc. of 10 per cent sodium chloride 
solution. Serotonin, in the same amount, was then 
injected again and carotid arterial pressure recorded. 

Because the effect of serotonin on the pulmonary 
vasculature was transient, each animal was used 
for several experiments. The.transient effect is in 
accord with findings of other investigators.2 The 
findings and graphs included in this report are 
therefore representative of the results obtained on 
many animals. 


+Supplied for this study by Hoffmann-LaRoche, Inc., Nutley, New 
Jersey. 
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Fig. |. Effect on (A) carotid and (B) pulmonary arterial pres- 
sures of injection (at point of arrow) of 50.0 mcg. of serotonin. 


The rise in pulmonary arterial pressure resulting 
from increased pulmonary vascular resistance was 
constantly accompanied by a simultaneous fall in 
carotid arterial pressure (Fig. 1). Carotid arterial 
changes can be taken as an index of alteration in 
pulmonary vascular tension. 


Results 


Serotonin (serotonin creatinine sulfate, 50.0 mcg.) 
injected into the marginal ear vein of the rabbit 
resulted in a rise in pulmonary arterial pressure 
and a precipitous fall in carotid arterial pressure 
(Fig. 1). 

When administration of serotonin was preceded 
by the injection of 1.0 cc. of 10 per cent sodium 
chloride solution, the pulmonary vascular response 
to serotonin was diminished (Fig. 2). 

A quantitative response of the pulmonary vascu- 
lature to serotonin was demonstrated when 2.5, 5.0, 
10.0, 12.5, 25.0, and 50.0 mcg. of serotonin were in- 


jected via the marginal ear vein in the same animal, 
allowing time for recovery between injections (Fig. 
3). 

Injection of 1.0 cc. of 10 per cent sodium chloride 
was found to increase pulmonary vascular resistance 
when given alone, as evidenced by a fall in carotid 
arterial pressure. This is clearly demonstrated in 
Figure 2. 


Discussion 


From this investigation it is concluded that there 
exists, in the rabbit, a pulmonary vascular response 
to serotonin which is qualitatively similar to that 
which has been demonstrated in the dog.? If it is 
assumed that the action of serotonin is mediated 
through changes in ionic membrane potential, and 
that the sodium ion is a major factor in this mech- 
anism, increasing extracellular sodium apparently 
diminishes the magnitude of the serotonin effect 
(Figs. 2 and 3). 

The rationale for this is related to the concept of 
the constant field equation. This concept holds 
that smooth muscle tonicity is a function of mem- 
brane potential and ion mobility across the mem- 
brane. As the extracellular/intracellular sodium 
ratio (Na,/Na;) is increased, the tonicity of the 
muscle cell is diminished. 

It was not demonstrated in this present investi- 
gation that such a relationship exists. However, it 
was shown that intravenous injection of hypertonic 
sodium chloride solution is followed by a fall in 
carotid arterial pressure; this is thought to be sec- 
ondary to changes in pulmonary vascular resistance. 
Further, it was found that hypertonic sodium chlo- 
ride solution alters pulmonary vascular response to 
serotonin injected intravenously. 

The nature of the relationship between these two 
substances is not delineated in the present investi- 
gation; further experimentation is anticipated, de- 


Fig. 2. tect on pulmonary arterial pressure of injection o 
various amounts of serotonin and hypertonic saline solution. At 
points A and C, 50.0 mcg. of serotonin were injected. At points 
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D, E, G, and H, 5.0 mcg. of serotonin were injected. At points 


B and F, 1.0 cc. of 10 per cent sodium chloride solution was 
injected. 
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Fig. 3. Effect on carotid arterial pressure of injection (at point 


of arrow) of varying amounts of serotonin. 


signed to more adequately study these findings. In 
particular, an attempt to evaluate peripheral vas- 
cular and cardiac and pulmonary vascular factors is 
contemplated. The rabbit is a suitable laboratory 
animal for further studies; its pulmonary structure 
represents a sensitive index to the effect of serotonin 
on smooth muscle. 


Summary 


Administration of serotonin, in quantities of as 
small as 0.8 mcg. per kilogram of bodyweight, 
results in measurable changes in pulmonary vas- 
cular resistance in the rabbit. This response is 
quantitative up to 17.0 mcg. per kilogram of body 
weight. Hypertonic sodium chloride solution modi- 
fies this vascular response. Further study is planned 
to more adequately investigate the relationship of 
various cations to the serotonin-induced effect on 
smooth-muscle tonicity. 
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Case report: Effects of an overdose 


of methyprylon in a geriatric patient 


G. WOLDEMAR WEISS, D.O., Montclair, New 
Jersey 


The ever-present problem in prescribing a sedative- 
hypnotic drug is the possibility that the patient 
will take an overdose either by mistake or intent. 
Any effective insomniac is potentially capable of 
producing death if taken in excessively high 
amounts. The difference between effective and toxic 
doses varies with drugs. Thus if a drug has a wide 
margin of safety, higher doses are necessary to pro- 
duce lethal effects than with a drug which has a 
toxic effect only slightly higher than its therapeutic 
effect. 


*Address, 285 Valley Rd. 
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Recently a nonbarbiturate sedative-hypnotic, 
methyprylon ( Noludar ) was prescribed for a patient 
who later attempted suicide with the drug. Twenty- 
four documented cases have been previously re- 
ported of patients having attempted suicide with 
this drug.! Of these 24, 1 patient (4.1 per cent) 
died. The mortality rate for persons ingesting toxic 
doses of barbiturates, widely used for their hyp- 
notic effect, has been estimated at 10 per cent.? 
Noludar, at 2 to 3 times by weight the dose of 
barbiturates, has a comparable hypnotic effect. 
However, at 15 to 20 times the ordinary hypnotic 
dose for barbiturates, severe poisoning and often 
death will ensue;? whereas 100 times the hypnotic 
dose of methyprylon has been ingested with the 
patient making an uneventful recovery.! 

One case seemed of particular interest because 
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of the advanced age of the patient. Because of the 
slowed-down metabolism in aged persons, an in- 
creased drug sensitivity, especially to drugs which 
effect depression of the respiratory and circulatory 
systems, may be expected. 


Case report 


An 83-year-old woman was found unconscious at 
about noon. She had been taking Noludar for in- 
somnia and, since her symptoms were indicative of 
an overdose of hypnotic medication, this was the 
suspected diagnosis. It was later learned that in a 
suicide attempt she had taken fifteen 200-mg. 
tablets (3 grams) at approximately 10:00 a.m. 

She was rushed to the West Essex General Oste- 
opathic Hospital by ambulance, being admitted at 
1:15 p.m. Her blood pressure was 104/72 and her 
pulse rate was 62. Gastric lavage was performed by 
means of a Levin tube. Oxygen was administered 
immediately by mask. Caffeine sodium benzoate (1 
ampule, 7% grains) was given intramuscularly, fol- 
lowed in 30 minutes by 1 ampule (1.5 ml.) of nike- 
thamide. Oxygen was continued via nasal tube. 
Suction was used for the large amounts of mucus 
in her throat. An intravenous feeding of 1,000 cc. 
of 5 per cent glucose in saline was administered. 
Blood pressure was recorded hourly thereafter. The 
patient was catheterized, and the output was meas- 
ured and analyzed. The only significant finding was 
a 2 plus albumin. 

Once the acute emergency measures had been 
completed, her past history was obtained from rela- 
tives. She had been under treatment for hyperten- 
sive heart disease and Buerger’s disease which had 
produced partial occlusion of the lower left ex- 
tremity. Her blood pressure had been 220/110. 

The morning after her admission to the hospital 
the patient was aroused with difficulty on painful 
stimulation, her only reaction being gross move- 
ments of the hands and arms. Her blood pressure 
had risen to 140/74 and her pulse to 72 per minute. 
The oxygen tube was removed; the indwelling 
catheter was maintained. A second intravenous 
feeding of 5 per cent glucose in saline was admin- 
istered. Blood tests showed a hematocrit of 50 per 
cent and a leukocyte count of 21,650 per cubic 
millimeter. The differential count showed 81 per 
cent segmented cells, 16 per cent lymphocytes, and 
3 per cent stab cells. Hemoglobin was 16 grams, 
and blood-urea nitrogen, 24 mg. An electrocardio- 
gram showed a sinus auricular rhythm rate of 100; 
P-R interval was 0.18, and QRS complex was 0.8 
with a left axis deviation. The T waves in lead I 
were inverted. No other abnormalities were noted. 

After 33 hours the patient was aroused suffi- 
ciently to utter a few words. On the evening of 
the second day her temperature was 101 F; it grad- 
ually returned to normal with appropriate therapy. 

A repeat blood count on the fourth day showed 
a hematocrit of 43 per cent and a leukocyte count 
of 23,300, with a differential of 76 per cent seg- 
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mented cells, 27 per cent lymphocytes (7 per cent 
atypical), and 2 per cent stab cells. The hemo- 
globin was 14.2 grams. Urinalysis still showed a 2 
plus albumin, and the specimen contained numer- 
ous erythrocytes and leukocytes. Dexedrine, 10 mg. 
daily, was added to the therapeutic regimen at this 
time. 

Psychiatric consultation was obtained on the 
sixth day because of the patient’s mental depres- 
sion. Her statements made it clear that Noludar 
had been ingested in a suicide attempt. One Deprol 
tablet (400 mg. meprobamate and 1 mg. benacty- 
zine) four times daily was prescribed. 

On the ninth day her blood count showed: 
hematocrit, 47 per cent, and leukocytes, 12,600, 
with a differential of 70 per cent segmented cells, 
27 per cent lymphocytes, and 3 per cent eosino- 
phils. Hemoglobin was 15.4 grams. The urinalysis 
showed a trace of albumin, and 20 to 30 leukocytes 
and 8 to 10 erythrocytes. The blood-urea nitrogen 
was 22 mg. per 100 cc., and the total protein was 
7.6 grams. Her blood pressure was 160/94. She 
was discharged on the tenth day. 


Summary and conclusions 


In the case presented here, an 83-year-old debili- 
tated patient survived the ingestion of 3 grams of 
methyprylon in a suicide attempt. Gastric lavage 
was performed and symptomatic measures were in- 
stituted which included administration of oxygen 
and stimulants, adequate nursing care, and mainte- 
nance of fluid balance. Psychiatric therapy aided in 
allaying the patient’s depression. Her recovery was 
uneventful, and she was discharged .on the tenth 
day. The advanced age of the patient made this 
case significant. 

The ingestion of large amounts of hypnotic medi- 
cations is known to occur frequently. The case de- 
scribed illustrates the importance of selecting a 
drug with a wide margin of safety. This aged 
patient, who was not in good physical condition, 
had taken fifteen times the ordinary hypnotic dose 
of methyprylon. If she had taken that quantity of 
a barbiturate, it is doubtful that her life could 
have been saved even with the most heroic efforts. 
That she made an uneventful recovery attests to the 
relative safety of this drug is coupled with prompt 
medical intervention. 

Patients with suicidal intent are in need of 
psychiatric help. Their depression may not be ap- 
parent when hypnotic medication is prescribed. 
Ai hough insomnia often indicates an underyling 
tension and anxiety, true depression, often a con- 
comitant symptom, is not always easily perceived. 
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A trilogy 


Prologue 


The word “trilogy” is derived from the Greek word 
made up of tri meaning three and logos referring 
to discourse. By extension the word has come to 
mean three parts which, although in one sense 
complete, have a close mutual relation and form 
one theme. This editorial will then have three parts 
bound together by a central theme. 

A part will be devoted to each of three terms 
which the recent policy statement of the House 
of Delegates of the American Medical Association 
brought into sharp focus. The terms are “scientific 
medicine,” “osteopathy,” and “cultism.” These are 
familiar topics to the osteopathic profession because 
the first two have been repeatedly supported and 
the last vigorously denied. 

The osteopathic profession’s interpretation of 
these terms does not differ materially from generally 
accepted, definitions. However, it differs greatly 
from meanings applied to them by inference by 
political medicine. 

Discussion of the terms is made imperative by 
recent events in our profession’s history. 
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Part one: What is “scientific medicine” ? 


On my desk in the editorial offices of the A.O.A. 
are three recently published dictionaries. One is 
Webster's New Collegiate Dictionary, one the latest 
edition of Dorland’s Illustrated Medical Dictionary, 
and one the latest revision of Stedman’s Medical 
Dictionary. 

Neither of the medical dictionaries makes any 
attempt to define scientific medicine, although such 
phrases as folk medicine, rural medicine, and prac- 
tice of medicine are defined. In fact, only one of the 
medical dictionaries defines science! Dorland de- 
scribes it as “an accumulating body of systematized 
knowledge, especially that which seeks to estab- 
lish general laws connecting a number of particular 
facts.” Webster refers to science simply as “know]- 
edge obtained by study and practice.” 

A satisfactory definition of medicine is “the art 
of preventing or curing disease; the science that 
treats of disease in all of its relations.” For the 
purposes of this discussion and with the contribu- 
tion of these authentic sources of information, the 
following is proposed as a definition of the term 
“scientific medicine”: Scientific medicine is that 
body of accumulated and systemized knowledge 
developed through study and practice and applied 
to the art or science of the prevention and treat- 
ment of disease. 

Almost everyone would agree that scientific med- 
icine cannot be determined by the roll-call vote of 
any political organization. If a true science of med- 
icine exists, it is not the property of a single political 
group. 

Twelve years ago Harper's Magazine published 
a provocative article, “Why Medicine Is Not a 
Science,” written by Ian Stevenson, M.D., a gradu- 
ate of McGill University, Montreal, and a Com- 
monwealth Fund fellow. Dr. Stevenson had this 
to say: “...medicine suffers today from a defect 
which, unless remedied, may halt its future prog- 
ress. The defect is that medicine is not now a 


131 


| 
vee 
4 
| 
{ 
i 
\ 
4 
Hi 
| 
HI 
i 
| 
| 
| 


science, in the sense in which mathematics, chem- 
istry, and physics are sciences. What makes a science 
is not a collection of facts, but the organization and 
generalization of those facts and the formulation 
and understanding of the general laws which gov- 
ern them.” [Italics supplied.] He continues by 
quoting President Conant of Harvard as saying 
that “...the great advances of science have come, 
not from the collection of new data, but from the 
development of new concepts.” 

Continuing along the same line of thought, Dr. 
Stevenson said: “Medicine will not achieve the 
stature of a science until the basic laws of health 
and disease have been disclosed. But the search 
for these laws has hardly begun. No discipline can 
claim a greater array of equipment by which its 
research is carried on, yet none is inferior to medi- 
cine in organizing its knowledge into coherent prin- 
ciples.... Each bodily system—if not each indi- 
vidual disease—is handled by specialists ignorant 
of other fields. The leading textbooks of our time 
are mere catalogues of disease states; they rarely 
offer a generalizing statement which might enable 
a student to apply the experience he has gained in 
one disease to the management of other diseases. 
... At medical meetings and among medical editors 
the presentation of papers dealing with medical 
theory is frankly discouraged, and hypotheses are 
often rejected as ‘unscientific speculation.’ 

“If the principles of medicine are today unknown, 
or known to only a slight extent, this is a direct 
result of the fact that they are no longer sought. 
Medicine, in short, has succumbed to the twentieth- 
century habit of concentrating upon techniques 
rather than upon the quest for understanding; of 
thinking that when phenomena have been described 
they have been explained.... [Italics supplied.] 

“Hundreds of examples could be cited of labora- 
tory experiments which have taught as much about 
the intermediate mechanisms of the more morbid 
process, but almost nothing about its primary cause. 
For whenever man by experimenting, interferes 
with nature, he removes himself from nature, whose 
own experiments are delicate and prolonged, re- 
vealing themselves only to the most patient ob- 
servers. ... 

“We say that we have seen so many ‘cases’ of 
pneumonia, forgetting that we have merely seen 
so many superficially similar, but profoundly differ- 
ent, febrile pulmonary reactions in as many differ- 


medicine a physician would feel equally at ease 
with any of these conditions. Yet the specialist 
studying one organ or one disease is unable to 
liberate himself by the detection of principles com- 
mon to all organs and all diseases.” 

Dr. Stevenson concluded by saying, “In ancient 
Greece the doctor was primarily a philosopher and 
secondarily a physician. He was first a student of 
nature, and secondly a student of nature perverted 
by disease. Despite the great technical advances 
of our day, the future of medicine may well depend 
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upon the training of physicians who will be once 
more humanists and biologists, as well as chemists 
and physicists.” 

In 1961, René Dubos speaks out in a similar 
manner in his book, The Dreams of Reason. Al- 
though he does not question an attempt on the 
part of all scientists to be objective in the per- 
formance of their experimental procedures, he be- 
lieves that their studies are often planned on the 
basis of great philosophical and social assumptions. 
He describes how many of the great scientists spend 
their most pleasant and creative hours exploring 
the limits of their imagination unencumbered with 
reality and beyond the reach of verification. It 
seems to him that “...the activities of even the 
most objective and practical of experimenters are 
conditioned not only by tools, techniques, and 
logical concepts, but also, and perhaps even more, 
by conceptional views which transcend factual 
knowledge.” 

The tradition of osteopathic medicine has well 
supported these viewpoints. Osteopathic medicine 
does not believe that there is the science of medi- 
cine. It believes in applying the disciplines of sci- 
ence to the art and practice of medicine in the 
broadest sense of the word and will not permit 
political decisions made by a political organization 
to deter it from this purpose. 

On this premise, osteopathic medicine rests its 
case. 


Part two: Osteopathy and 
osteopathic medicine 


The House of Delegates of the American Medical 
Association has proposed to its state organizations 
a “test” to be used as the basis for deciding whether 
or not collaboration of M.D.’s and D.O.’s is ethical. 
The A.M.A. report adopted June 28, 1961, pro- 
claimed, “The test should now be: Does the indi- 
vidual doctor of osteopathy practice osteopathy, 
or does he in fact practice a method of healing 
founded on a scientific basis? If he practices oste- 
opathy, he practices a cultist system of healing and 
all voluntary professional associations with him are 
unethical.” The A.M.A. report makes no attempt 
to define either osteopathy or “a method of healing 
founded on a scientific basis.” 

In the early 1930’s the term “osteopathic medi- | 
cine” was coined in an effort to point out that the 
osteopathic profession had always embraced the 
complete practice of medicine. Organized osteopa- 
thy has resisted any attempts to limit the scope of 
osteopathy or its synonym, osteopathic medicine, by 
restrictive definitions. Representatives of organized 
medicine persist in their efforts to limit osteopathy 
by political means. They continue to designate 


_ osteopathy as a cultist system of healing. Oste- 


opathy is not a cult now, nor has it been since 
the origin of the osteopathic school of medicine. 

The most recent edition of Stedman’s Medical 
Dictionary defines osteopathy as “a school of med- 
icine based upon the theory that the normal body, 


i 
| 
} 
ent persons.... 
“Had we a grasp of underlying principles of 
= 


when in correct adjustment, is a vital machine 
capable of making its own remedies against infec- 
tions and other toxic conditions. The office of the 
physician of this school is to search for and, when 
found, to remove, if possible, any peculiar condi- 
tions in joints, tissues, diet, or environment which 
are factors in destroying the natural resistance. The 
measures upon which he relies to effect this end 
are physical, hygienic, medicinal, and surgical, 
while relying chiefly on manipulation.” Although 
this definition is not ideal nor completely factual, 
it does not describe osteopathy as a cult, nor does 
it perpetuate other similar misconceptions. 

The definition of osteopathy, in the twenty-third 
edition of Dorland’s Illustrated Medical Dictionary 
reads, “Osteopathy... . A system of therapy founded 
by Andrew Taylor Still (1828-1917) and based on 
the theory that the body is capable of making its 
own remedies against disease and other toxic con- 
ditions when it is in normal structural relationship 
and has favorable environmental conditions and 
adequate nutrition. It utilizes generally accepted 
physical, medicinal, and surgical methods of diag- 
nosis and therapy, while placing chief emphasis on 
the importance of normal body mechanics and 
manipulative methods of detecting and correcting 
faulty structure.” 

These definitions of osteopathic medicine are 
factual and could have served the A.M.A. as a 
basis for analysis. There is no necessity, other than 
political, for their making the accusation that phy- 
sicians who practice osteopathy are practicing a 
cultist system of healing. In forcing its state asso- 
ciations to judge osteopathic physicians on the 
basis of a false premise, the A.M.A. is in fact com- 
pelling them to use political yardsticks for ethical 
judgments. 

All osteopathic physicians are taught and prac- 
tice osteopathic medicine. In thirty-nine states oste- 
opathic physicians may practice the healing arts 
without limitation. In the remainder, their practice 
is not limited either by intellect or by training, but 
rather by antiquated medical practice acts and the 
continued opposition of political medicine. To say 
that an M.D. is unethical if he associates with a 
D.O. who practices a form of medicine limited by 
legislative and political restrictions is to carry ab- 
surdity to its highest degree. In fact, we question 
the ethics of prohibiting legally qualified medical 
practitioners from consultation with those oste- 
opathic physicians who are forced to restrict the 
use of diagnostic skills and therapeutic procedures 
in which they have been properly instructed. There 
is in this prohibition a problem, but not an oste- 
opathic one. The question then becomes essentially 
this: Are the best interests of the patient to be 
subjugated to the prejudicial desires of medical 
politicians? 

By concept and by practice, osteopathic medicine 
and osteopathy are two terms with but a single 
meaning, and osteopathic practice represents medi- 
cal practice at its best. The osteopathic profession 
seeks only to serve the public health to the best of 
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its ability through the continuous orientation of 
scientific principles to the growing body of medical 
thought. It believes that medicine and the sciences 
applied to it need a philosophy to provide guide 
lines for development. It is not self-satisfied nor is 
it complacent. It humbly approaches the challenges 
of health and the tragedy of disease with a dedi- 
cated desire for service. It will continue to do so. 


Part three: Osteopathic medicine and/or 
osteopathy is not a cult! 


Only one of the medical dictionaries referred to 
above defines “cult.” Dorland says it is “A system 
of treating disease based on some special and un- 
scientific theory of disease causation.” 

Anyone who has made a study of the history of 
the osteopathic profession, its concepts, and its 
goals knows that osteopathy and/or osteopathic 
medicine in no way qualifies as a cult. From the 
beginning, the osteopathic profession has never 
been bound to the teachings of any one man or 
any one theory. It is often forgotten that early 
osteopathic physicians did not practice under the 
alleged beneficence of the antibiotic era or present- 
day advancements in modern surgery. They prac- 
ticed at a time when the chief medicinal agents 
were calomel, quinine, and various impotent or 
highly toxic drugs. These pioneer physicians prac- 
ticed when bloodletting was just going out of 
fashion, and the practice of surgery was beginning 
to move out of its dark ages. 

A contemporary medical writer in a critical state- 
ment concerning the osteopathic profession said 
that it must be admitted that Still was right in the 
indictment of the drugs of his day and it was rea- 
sonable for him to desire to avoid surgery, as then 
practiced, except under the most urgent situations. 
However, in Andrew Taylor Still’s Philosophy of 
Osteopathy published in 1899, it was announced 
that capable surgical services were available in the 
first osteopathic hospital. 

If Dr. Still was trying to develop a school of 
medical practice around a single therapeutic mo- 
dality, namely, manipulation, is it not strange that 
he never produced a book on manipulative tech- 
nique? While he believed that mechanical dis- 
orders of the body were important and that manipu- 
lative therapy was a proper approach to mechanical 
problems, his major goal was to provide a philoso- 
phy to serve as a guide in the future. 

As the osteopathic school of medicine emerged 
from its humble beginnings, its techniques, its 
methods, and its theories grew. From the very be- 
ginning, osteopathic colleges included in their cur- 
ricula courses commonly taught in medical schools. 

However, these courses were given meaning by 
the integration of a philosophy which provided a 
unifying approach to medicine. It was in fact oste- 
opathic teaching that made one of the first attempts 
of modern medicine to truly systematize its accu- 
mulated body of knowledge into basic guiding 
principles. 
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Osteopathic medicine is not bound to or by the 
teachings of Still. However, it respects him as a 
great medical philosopher who was in general far 
in advance of the “scientific medicine” of his day. 

Osteopathic medicine continues to apply the 
techniques of science to the art of medicine. It 
does not accept any political group as the sole 
owner or protector of the science of medicine. 

Osteopathy and/or osteopathic medicine is not 
a cult. 


A right or a privilege? 


One of the by-products of closer co-operation be- 
tween M.D.’s and D.O.’s at the state level is the 
question of hospital affiliations. If the trend initi- 
ated by the change in regulations by the American 
Hospital Association and the Joint Commission on 
Accreditation of Hospitals some time ago and the 
recent decision of the Supreme Court of the State 
of New Jersey gains momentum, qualified oste- 
opathic physicians and surgeons may well find 
nonosteopathic hospitals opening their staffs to 
them. 

In September 1960 the Joint Commission, follow- 
ing the A.H.A.’s standards for listing, changed its 
regulations so that hospitals having D.O.’s as staff 
members can be approved, provided clinical prac- 
tice is under the supervision of M.D.’s. An inter- 
esting sidelight on this change is that the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association, however, in spite of the 
fact that its A.M.A. representatives, with those of 
the American Hospital Association, the American 
College of Surgeons, and the American College of 
Physicians make up J.C.A.H., will not approve in- 
tern or resident training by or of D.O.'’s. 

Earlier this year the Supreme Court of the State 
of New Jersey ruled in the case of Falcone versus 
the Middlesex County Medical Society that any 
graduate of an osteopathic school approved by the 
New Jersey State Board of Medical Examiners has 
received “a full course in medicine.” As a sequel to 
this, Robert M. Backes, legal counsel of The Medi- 
cal Society of New Jersey, said in a release dated 
August 3, 1961, that, in view of the J.C.A.H. ruling, 
the governing body of any hospital has the right 
to write its rules for staff acceptance so as to allow 
the osteopathic physician as a staff member without 
violating the code of ethics of the A.M.A. as inter- 
preted by the A.M.A. Judicial Council in June. Mr. 
Backes went on to say: “Hospitals have not been 
directed to do this in New Jersey by the Falcone 
case or by any other to date. On the other hand, 
they could be in the future in view of the Supreme 
Court’s finding that a rule requiring a standard 
higher than that imposed by the State of New 
Jersey—through its Board of Medical Examiners— 
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interferes with the full right to practice medicine 
and surgery and is against public policy. It would 
appear that a hospital which arbitrarily prevents a 
fully licensed D.O. from becoming one of its staff 
members might be inviting review of admission 
requirement.” [Italics supplied. ] 

However, members of our profession should real- 
ize, as most of them do, that staff appointments to a 
hospital and their attendant privileges are not the 
guaranteed rights of a physician but a permissive 
privilege. And with the privilege comes responsi- 
bility. 

Regardless of the degree under which a physician 
practices, his acceptance as a member of a hospital 
staff can in no way be guaranteed. For example, 
during discussions between representatives of the 
medical and osteopathic professions in New Jersey, 
it was stated that although the decision of The 
Medical Society of New Jersey had removed the 
last ethical barrier established by that organization 
to free association between its members arid fully 
licensed members of the osteopathic profession and 
that although hospital boards and staffs may, if they 
choose, accept D.O.’s, the implementation cannot 
be accomplished overnight. 

Hospitals are autonomous and their corporate 
structures and staff by-laws in most instances must 
be changed before D.O.’s can be admitted. Many 
hospitals already have too many physicians on their 
staffs, and most do not have sufficient beds to ac- 
commodate additional physicians. Leaders of or- 
ganized medicine in New Jersey have said that 
approximately 40 per cent of the M.D.’s in New 
Jersey, including some certified men, are unable to 
secure staff privileges at the hospital of their choice. 

Because of the shortage of beds in medical hos- 
pitals, M.D.’s in New Jersey are already expressing 
interest in obtaining staff privileges in hospitals 
provided by the osteopathic profession. 

Modern medical practice demands adequate hos- 
pital facilities. With this in mind, the responsibility 
of the osteopathic profession to develop a nation- 
wide program of hospital construction and expan- 
sion continues to grow. Despite the improving re- 
lationship of M.D.’s and D.O.’s, the osteopathic 
profession should make every effort to provide 
adequate hospital facilities for its members. The 
co-operative coexistence of the two professions 
should not of itself be expected to solve all the 
problems of either group. However, unlike the 
situation developing in California, the two profes- 
sions in other states have the opportunity of serving 
together toward common goals from the freedom 
of an independent position. 

Increasing the number of hospital beds is a re- 
sponsibility which the osteopathic profession must 
continue to share. The problem is not solved by 


. either professional group assuming the burden of 


the other. It is an excellent opportunity for the 
exercise of the philosophy of co-operative coex- 
istence. 
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In the future 


With the completion of the series of editorials 
appearing in this issue of THe JourRNAL, we will 
attempt to broaden the content of the editorial 
pages, to get away from the narrow confines of 
the relationship between organized medicine and 
organized osteopathy. We do not believe, however, 
that everything that needs to be said in this area 
has been said, and we will comment editorially on 
developments as they arise. 

Although interprofessional relationships are our 
major concern, they most certainly are not our most 
important service. It is our considered opinion that 
although these matters are in the forefront of the 
minds of osteopathic physicians everywhere, we 
must become more acutely aware of the broader 
purposes of and challenges to any organized group 
of physicians. 

The problems of osteopathic medicine are by and 
large the problems of the medical world itself, and 
the problems of the medical world only reflect the 


Editorial comment 


The U.S. Department of Health, Education, and 
Welfare sends copies of all news releases relating 
to health matters to THE JOURNAL. 

Among recent releases of interest was the report 
that the General Services Administration in Wash- 
ington has included in its specifications for new 
cars seat belt anchors for passenger safety and 
positive crankcase ventilation systems to reduce the 
vehicles’ contribution to air pollution. The General 
Services Administration, which currently purchases 
about 7,000 new motor vehicles each year, was 
among the first to implement recommendations 
resulting from discussions between the Divisions 
of Air Pollution and Accident Prevention of the 
Public Health Service. 

Of particular interest to osteopathic physicians 
concerned about the air pollution problem is the 
effective elimination of the “blowby”. emissions. 
Blowby emissions are, for the most part, hydrocar- 
bons from unburned gasoline which blow by the 
piston rings and are vented into the atmosphere 
where they contribute to the community air pollu- 
tion problem. It has been demonstrated that under 
the influence of sunlight, these emissions are among 
those that produce chemical smog which causes 
eye, nose, and throat irritation and may be poten- 
tially hazardous to human health. 

Crankcase ventilation devices are factory-installed 
by manufacturers on a voluntary basis on new 
vehicles delivered this year in California. It is 
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movement of thought and the ideals of our age. 

Men of science in medicine can ill afford to de- 
tach themselves, if such detachment is possible, 
from the affairs of the world. A physician and sur- 
geon is more than a citizen of medicine; he is a 
citizen of the world. Health and disease are factors 
in world peace. The public has vigorously forced 
the world of medicine from its ivory tower to the 
facts of everyday life. 

Through these pages in the months to come we 
expect to discuss our expanding responsibilities to 
society. We must try to provide direction in an 
era which at times seems to have lost it. The indi- 
viduality of man is threatened as it has never been 
before by the disciples of conformity. The intellect 
of mankind is being subjected to propaganda which 
would control it. Freedom of thought and action 
is under attack. 

As physicians and surgeons, it is imperative that 
we direct our attention somewhat away from our 
day-to-day preoccupations to wider and more far- 
reaching horizons. On these matters we must learn 
to speak one to the other. This we will do. 


hoped that their use will reduce the smog which 
is particularly heavy in areas of southern California. 

Reports were also filed of a co-operative study 
reported by U.S. government scientists at the Fifth 
International Congress of Biochemistry held in 
Moscow August 10 to 16. The starting point for 
the work being conducted by Herbert A. Sober, 
M.D., chief of the Laboratory of Biochemistry at 
the Public Health Service’s National Cancer Insti- 
tute, and his associates is the concept that nucleic 
acids govern heredity and the formation of protein, 
a key component of all living things. Dr. Sober and 
his colleagues are trying to learn how the arrange- 
ment of chemical units in nucleic acid molecules is 
related to various characteristics of life. 

The arrangement is believed to be all important. 
For instance, a slight difference in sequence of 
units could alter essential characteristics of viruses, 
bacteria, animals, and man. It is logical to expect 
that there are differences in nucleic acids of normal 
and malignant cells, and that identifying these dif- 
ferences may provide information about the devel- 
opment of cancer. 

Also reported by the Department of Health, 
Education, and Welfare is a joint research project 
being conducted by U.S. and Russian scientists at 
the U.S. Public Health Service’s National Cancer 
Institute. These studies have revealed a difference 
in the way two types of leukemic cells conduct 
their metabolic. or energy-producing effects. This 
research was reported by Dr. Dean Burk of the 
Institute’s Laboratory of Biochemistry at the Fifth 
International Congress of Biochemistry held in 
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Moscow. Dr. Burk and Dr. Mark Woods have !ong 
studied cell metabolism along guidelines proposed 
some 30 years ago by the German biochemist, Otto 
Warburg, who held that cancer-causing agents re- 
duce a cell's ability to use oxygen to convert sugar 
into energy. While normal cells rely almost exclu- 
sively on a process requiring oxygen (respiration), 
malignant cells, according to Warburg, also employ 
a process needing no oxygen (fermentation). 

A few years ago, a group headed by Dr. Burk 
and Dr. Woods was able to attribute the high level 
of fermentation in malignant cells to a breakdown 
in the hormonal mechanism that normally controls 
one step in the metabolism. Suspecting that this 
defect could provide a target for cancer chemo- 
therapy, the group then tested and confirmed the 
ability of several known anticancer agents to restore 
the missing control. 


Articles, editorials, and other comments concern- 
ing the A.M.A.’s official stand on relations between 
doctors of medicine and doctors of osteopathy con- 
tinue to flow into the A.O.A. Central Office. In the 
August issue of GP magazine, the section, “Execu- 
tive Director’s Newsletter,” pointedly titles a com- 
ment, “Some D.O.’s OK, Osteopathy a Cult.” 
The comment says in part: 


The new policy, adopted in New York, at first appeared to 
herald chaos and confusion. However, it is generally re- 
garded as encouraging further “transitions” of the California 
merger variety. The AMA opened the door an inch or two 
more but clearly indicated that it is still opposed to peaceful 
coexistence. 


The July 31 issue of Medical Economics rather 
guardedly predicts that one should not “expect 
osteopathy to succumb soon to medicine’s attempt 
to integrate M.D.’s and D.O.’s. The American Osteo- 
pathic Association has assessed its members $75 
(on top of a $35 assessment some months ago) to 
fight M.D.-D.O. mergers.” 


Recent events have increased the interest of the 
osteopathic profession in the policy decisions of 
the American Association of Osteopathic Colleges. 
Many members of the American Osteopathic Asso- 
ciation have wanted to know the position of their 
college association in relation to the future of 
osteopathic medicine. 

The following statement, prepared by the Execu- 
tive Committee of the Association of Colleges at 
a special session, March 25, 1961, to be sent to the 
president and members of the board of the College 
of Osteopathic Physicians and Surgeons, is an en- 
lightening document. It reads: 


The Executive Committee of the American Association of 
Osteopathic Colleges met in special session on March 25, 
1961, to consider the issues affecting that organization in 
the pending decision of the Board of Trustees of the College 
of Osteopathic Physicians and Surgeons concerning the 
future of COP&S. 
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The decision of your Board is of vital importance to all 
the other member colleges. We have been for over a half 
century a closely knit, cooperative, and highly interde- 
pendent group. We have shared in public acceptance and 
legal recognition. We have been national, not regional, insti- 
tutions. 

Our component members have recognized their national 
responsibilities as philanthropic organizations operated as a 
public trust in the interests of better health care. We have 
sought and gained financial and other support, minimal at 
first but in increasing amounts in recent years, from members 
of the osteopathic profession, from government, and from 
private and public philanthropy. In asking for this support 
we have consistently stated that it would be used to 
strengthen and develop the osteopathic school of practice 
as a separate and independent profession. We have never 
suggested that the schools would be built up in order to be 
converted to colleges of medicine prohibited from giving 
any indication of their osteopathic history or purpose. 

Our Boards of Trustees have repeatedly and _ recently 
affirmed their acceptance of these responsibilities and their 
moral obligation to adopt policies toward those ends, policies 
that are not influenced by temporary individual or group 
interests or desires of segments of this or other professions. 

Fully aware of the problems presented by the California 
situation, your sister colleges are actively carrying out devel- 
opment programs which are designed to emphasize their 
determination to remain as osteopathic institutions. They are 
convinced that osteopathic medicine still has a major con- 
tribution to the public health. This contribution can only 
he made, for the foreseeable future, as an independent pro- 
fession. They now have the resources at hand or in sight 
to do it. 

The Philadelphia, Kirksville, Chicago, Kansas City, and 
Des Moines colleges have acquired or been assigned land 
by purchase or through urban renewal. This land will be 
used for campus development and new buildings. Money 
for these developments is being actively raised through 
capital campaigns and fund fulfillment programs. Within the 
last year the profession and the individual colleges com- 
bined have had grants or firm commitments for $7,400,000 
from sources other than government grants or the Osteo- 
pathic Progress Fund. We are convinced that the well- 
directed campaigns of the American Osteopathic Association, 
working with the individual colleges, can maintain a high 
level of gift support at this time. 

It is our earnest hope that our colleges can continue to 
present a united front as osteopathic institutions. They can 
meet the ever-changing challenges and serve the historic 
purposes of our institutions in the same responsible spirit 
that they have shown in the last sixty years. 

We are greatly heartened to know that you share this 
hope and this belief and we are anticipating a strong 
definitive position to this effect on the part of your Board. 
We earnestly request that no serious consideration be given 
to any other course without conference with leaders from 
among the trusteeship of your sister colleges and the lay 
friends of the profession. We pledge you the wholehearted 
support of all of us. 


“The Care and Feeding of Nonconformists,” an 
article published in the July 1961 Journal of Medi- 
cal Education, is brought to mind by Dr. Larson’s 
statement concerning conformity. This thought-pro- 
voking thesis of Dr. Donald J. Caseley, medical 
director of the University of Illinois Research and 
Educational Hospitals and associate dean of the 
University of Illinois College of Medicine, should 
be read by every osteopathic physician. An amusing 
illustration of how the philosophy of conformity 
is established early in the life of the “corporate 


slave” concerns a group of trainees in a nationally 
known company. They were asked what they would 
do if a genius like Steinmetz applied to them for a 
job. This question apparently bothered the trainees 
for it took them some time to make up their minds. 
One is reported as saying that “he might work out.” 
Another stated that they could probably “iron out 
his rough spots” and compress him to the accepted 
mold. Other trainees rejected him on the basis that 
he would probably be too antisocial to remold. In 
fact one individual very frankly stated that he did 
rot think that “we’d put up with him now.” 

Dr. Caseley shows his growing concern over the 
apparent feeling that “great ideas” have all been 
revealed and that all basic scientific developments 
are now available. He concludes by stating: 


The nonconformist must be preserved at all costs, for we 
must depend upon his continuing creativity and thought 
production to counteract the stultifying influences of com- 
placency and stodginess. The nonconformist, thinking through 
problems without the empirical bounds of the past, will be 
our forward echelon in the constant attack on the perimeters 
of knowledge. He is the hope for the future. 


Perhaps we, as a profession, suffer equally from 
the trend toward conformity and the increasing 
pursuit of an elusive self-satisfied “peace of mind.” 


A voice from Oklahoma speaks out in support of 
the osteopathic profession. E. Frank Nelms, D.O., 
a past president of the Oklahoma Osteopathic As- 
sociation, writing in the July issue of The Journal, 
official publication of the Oklahoma Osteopathic 
Association, says in part: 


We believe that whatever our problems may be, and in 
whatever area they may lie, they are capable of solution, 
and can be solved by a profession which knows the reason 
for its existence.... 

This is no time for us to be afraid. This is a time for 
us to stand up and be counted. We believe that the doctors 
in California are being misled by what appears to be “fool’s 
gold” and we think that time will prove that they are a 
misguided group. In the meantime, let’s make no apology 
for our profession. Let’s be proud of it and let’s continue 
to work for the advancement of the osteopathic profession. 


Interesting letters come across the Editor’s desk. 
However, one of the most interesting arrived before 
my appointment as Editor. John M. Vargo, a sopho- 
more student at the College of Osteopathic Medi- 
cine and Surgery in Des Moines, and a fellow stu- 
dent have initiated a program to integrate the 
concept of osteopathic medicine into the lives and 
minds of incoming freshmen. He wrote: 


We wish to present the osteopathic concept in a different 
manner, by different analogies and any means which will 
more fully introduce them to the real meaning of osteopathy 
and, more important, we hope to stimulate the student body 
not only to be aware of, but to practice, to live and to act 
as exemplifications and promulgators of this concept. 


The project is being conducted under the aus- 
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pices of the college president, Dr. Merlyn Mc- 
Laughlin. 

This type of interest in and sincere dedication to 
the art and science of osteopathic medicine by 
future members of our profession are most hearten- 
ing. 

Another letter from a recent intern in one of our 
osteopathic hospitals is also inspiring. Although 
primarily concerned with another problem, Paul 
E. Page, D.O., makes this significant admonition: 
“Don’t give up in California. There are an awful 
lot of D.O.’s my age that don’t want what Cali- 
fornia does.” 


Many fine M.D.’s are not in agreement with the 
present policy position of the American Medical 
Association regarding osteopathic medicine. A prom- 
inent author and physician (M.D.) wrote me fol- 
lowing the recent meeting of the American Osteo- 
pathic Association. He says: 


I certainly share your feeling that our professions should 
achieve a full degree of co-ordination and co-operation, with 
each of them being able to make its own unique contribu- 
tions. I certainly feel that your profession has some unique 
contributions, including, among others, its concept that we 
must treat whole persons rather than isolated disease entities. 

I would hope that one day in the not far distant future 
an article presenting the unique contributions of the osteo- 
pathic profession be published in the JAMA or GP. Most 
M.D.’s have not had the privilege as have I of being inti- 
mately exposed to your profession, else they would have 
the same warm feeling and deep respect that I have. 


This type of medical thinking may never advance 
the cause of political medicine but certainly con- 
tributes greatly to the art and science of medicine. 
This letter typifies a relationship which countless 
numbers of M.D.’s and D.O.’s across the country 
have established, and which transcends artificial 
political barriers. It is the encouragement of this 
type of philosophy to which the osteopathic profes- 
sion is dedicated. 


Medical education at home is now becoming a 
reality. Much effort has been made by various 
agencies to provide postgraduate extension courses 
in medicine conveniently to busy physicians. One 
of the more recent is being offered by the School 
of Medicine of Loma Linda University. Termed 
“Illustrated medical lectures,” each course consists 
of a 30-minute audio tape and an accompanying 
full-color 35 mm. filmstrip that can be projected 
on a screen or viewed through a hand or desk 
viewer. 

This medium offers to the busy doctor, who may 
not be able to attend as many postgraduate con- 
ventions as he might wish, the opportunity to enjoy 


‘the rewards of a continuing high level of medical 


education. The prospectus states that courses bring 
“top lecturers from the nation’s leading medical 
schools to the physician at his convenience in the 
comfort of his home or office.” 
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Lectures are offered in the fields of anesthesi- 
ology, cardiovascular diseases, dermatology, general 
surgery, gynecology, internal medicine, neurology, 
oncology, otolaryngology, public health and pre- 
ventive medicine, psychiatry, radiology, socio-eco- 
nomic medicine, and urology. The cost of each lec- 
ture is relatively small. If purchased singly, it 
may be obtained for $14.25; an annual subscription 
reduces the cost considerably. 

One interesting feature of this program is a dual 
guarantee on the material—against damage and 
against obsolescence. The latter permits replace- 
ment of filmstrips by newer releases on the same 
subject at a small additional charge. 


Other professional organizations have their 
problems too. Recent discussion in the A.M.A. 
over social security reached a higher pitch than 
ever before. Despite the fact that the A.M.A. dele- 
gates at their most recent convention voted 147 
to 29 against coverage for self-employed doctors, a 
sampling poll conducted by Medical Economics 
revealed that 51 per cent of self-employed voted 
for coverage. It would seem that the rank and file 
of the medical profession concur with the action 
taken by the American Osteopathic Association 
several years ago when it voted overwhelmingly to 
be included in the nation’s social security system. 


An old friend has a new job. Mr. Philip E. Ryan, 
formerly executive director of the National Health 
Council, has assumed a like position with the 
National Association for Mental Health. Mr. Ryan, 
long a devoted advocate of the National Health 
Council, brings to his new position wisdom and 
experience. Recognizing his perceptive abilities, 
the Journal of Rehabilitation in its September-Octo- 
ber 1961 issue has a guest editorial, “Towards Total 
Rehabilitation for the Mentally Ill,” written by Mr. 
Ryan. In his enlightening analysis, Mr. Ryan sets 
forth some of the newer concepts in helping the 
mentally ill and predicts significant changes in this 
vital area, likely to take place in the near future. 

During Mr. Ryan’s years with the National 
Health Council, the American Osteopathic Asso- 
ciation benefited often from his wise counsel. Ap- 
preciative of his assistance, the A.O.A. wishes him 
well in his new assignment. 


The air we breathe has been classified as a “limited 
resource.” In the August issue of Medicine at Work, 
a publication of the Pharmaceutical Manufacturers 
Association, an editorial and an article speak con- 
vincingly concerning a new danger to health. It 
has been assumed that the air we breathe is un- 
limited in supply. However, with the increasing 
amount of pollutants being poured into it, the 
atmosphere has begun to reach a saturation point. 
It is pointed out that our cities do have limited air 
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resources and that continuing research produces 
increasing evidence that our health is endangered. 
In the thought-provoking article, the serious threat 
of air pollution to health is discussed in some detail. 

It is noted with encouragement that government, 
industry, and individuals are attacking the problem 
from various directions. In closing, the editorial 
urges that efforts to control pollution must continue 
“...if the air is to continue to be—as the expres- 
sion goes—as free as the air we breathe.” 


Time capsule. Fifty years ago the attention of the 
profession was drawn to an editorial in the New 
York Medical Journal for August 26, 1911, which 
discussed Meisenbach’s article in the May 1911 
issue of Surgery, Gynecology and Obstetrics. The 
article, based on a study of 84 cases of sacroiliac 
relaxation seen and treated by Meisenbach, pre- 
sented his opinion that trauma produced such 
relaxation and that it was usually the result of 
muscular effort due to various sources, including 
the jarring of continuous riding in trains or auto- 
mobiles. The editorial mentions the 1904 work of 
Goldwait and Osgood, later confirmed by Albee, 
concerning motion in the sacroiliac joints. 

Percy H. Woodall, a past president of the Ameri- 
can Osteopathic Association, wrote to the New York 
Medical Journal which published his letter. He 
pointed out that the osteopathic profession had 
made prior observations on abnormal sacroiliac 
motion, and cited sources to confirm his statement. 

The statement was made in 1911 by the Editor 
of the A.O.A. that not one publisher of medical 
textbooks had advertised in the past year in THE 
Journa. Needless to say, times have changed. 

Twenty-five years ago, the October JouRNAL was 
devoted to pediatrics. In an editorial on child 
health, Dr. Richard E. Duffell referred to the con- 
tributions being made by osteopathic physicians 
and surgeons to the care of children. He referred 
to the superiority of osteopathic health care in this 
field, quoting Dr. Margaret Jones: “May the day 
be hastened when professional prejudices, thera- 
peutic biases and damaging propaganda cease to 
deprive our people of this superior care.” 

Twenty-five years later in 1961, the pediatricians 
of the osteopathic profession continue to contribute 
to the growing acceptance of osteopathic medicine 
as a truly physiologic concept. History reveals that 
the osteopathic profession since its inception has 
always demonstrated an interest in child health. 
This interest and contribution have continued to 
grow and will continue to do so. 

Ten years ago the osteopathic profession was con- 
cerned as it is today over the lack of public 
and professional understanding of the basic phi- 
losophy of osteopathic medicine. H. G. Swanson, 
D.O., of Kansas City, Missouri, in an article in the 
October Journax had this to say: 

Specifically, we are responsible for the half-truth which 


forms the basis of the misconception that osteopathy and 
osteopathic manipulative treatment are synonymous terms 


which exists in the minds of a large segment of the public. 
The whole truth is that professional service, of whatever 
character, prescribed or administered by an osteopathic 
physician is osteopathic treatment, for all such professional 
services are based upon the osteopathic philosophy of the 
complete approach to the treatment of diseases generally. 
And it is through our enlightened obedience to these funda- 
mental principles that we shall maintain full realization of 
the theme of this convention. 


The theme of the convention was “Osteopathy, 
the complete approach to health.” 


An eighty-first birthday is something to celebrate. 
The American Association for the Advancement of 
Science this year is celebrating the eighty-first birth- 
day of Science, its weekly publication. The Associa- 
tion, of which several osteopathic physicians and 
surgeons are members, continues to render an out- 
standing service in the field of communication for 
science. It is important that those of us engaged 
in any phase of scientific study should be aware 
of the advances being made in all scientific fields. 
The true student of science should not be bounded 
by the areas of his own immediate interest, and 
this is particularly true of medicine. The technic 
and the concepts of related fields add perspective. 


SPECIAL ARTICLES 


Conference on 
Health Insurance and 
Medical Care Plans 


The Conference on Health Insurance and Medical 
Care Plans held in Chicago on July 7 and 8, 1961, 
was sponsored by the Committee on Medical Care 
Plans of the American Osteopathic Association, of 
which Dr. Theodore F. Classen is chairman. Dr. 
Classen was general chairman of the Conference; 
Richard L. Wysong, Ph.D., professor of history, 
Central Michigan University, was program co- 
ordinator; and Mr. Milton McKay, A.O.A. general 
counsel, was the staff director. Section moderators 
were Drs. Classen, J. H. McCormick, A. A. Ferris, 
W. C. Andreen, and R. D. Anderson. 
The stated purposes of the Conference were: 

“1. To provide current information by leading au- 
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The A.A.A.S. seeks to develop the application of 
science to the art of medical practice, and it is 
admirably qualified to do so. 

Eighty-one years of publication is an enviable 
record for any scientific journal. It is doubly en- 
viable because of the consistently high quality of 
Science. 

The A.A.A.S. also publishes a monthly bulletin. 
In the July issue, Chauncy D. Leake, past presi- 
dent, in a brief article titled “The Sciences and 
the Humanities,” makes these observations: 


The concept of science implies that wise policy decisions 
for human welfare are greatly aided by the availability of 
verifiable knowledge about a given problem. On the other 
hand, the humanities give us the background for judgment. 
The sciences are concerned with assembling the “facts” 
about ourselves and our environment, by a method which 
involves self-criticism and _ self-correction. The humanities 
are concerned with moral and esthetic values. It is in ,the 
humanities that we find the basis for appraising human 
experience. Here, in the long panorama of man’s life on 
earth, we must discern and select the values that are the 
ultimate measure of the quality of our lives: the ends for 
which we shall decide to apply all the abundant new means 
of science. 


What better words could we choose to end our 
editorial comments for this month! 


thorities regarding the status of health insurance 
and medical care plans to conference participants. 

“2. To furnish a forum and climate for the discus- 
sion of mutual objectives, problems, and develop- 
ments of health insurance and medical care plans.” 

In fulfillment of the first purpose, outstanding 
authorities in their fields spoke to the audience. In 
order to make available their experience and teach- 
ing to those who did not hear them, their papers 
are being published in Tue Journat. In this issue 
are the papers of Dr. Wysong; Mr. Jay C. Ketchum, 
executive vice president of Health Service, Inc., and 
Medical Indemnity of America; and Mr. J. F. Foll- 
mann, Jr., director of information and research, 
Health Insurance Association of America. Papers 
of other participants will be published in the No- 
vember and December issues of THE JOURNAL. 

It is hoped that this material will inspire discus- 
sion of objectives, problems, and developments of 
health insurance and medical care plans in other 
groups, thus extending the benefits of the Confer- 
ence. 
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In his address, “Communications,” Mr. Mortimer 
T. Enright, A.O.A. administrative assistant, empha- 
sized the longer-range purpose of the Conference 
when he said: 

“There is a longer-range purpose which has 
brought leading experts on health insurance and 
medical care plans together with leaders of the 
osteopathic profession. That longer-range purpose 
is the development of (1) channels of communica- 
tion that will inform D.O.’s of this ever-changing 
area, and (2) channels that will communicate the 
opinions of D.O.’s back to groups responsible for 
these plans.” 


Economic and historical principles or 
factors applicable to health insurance 
and medical care plans 


RICHARD L. WYSONG, Ph.D., Professor of His- 
tory, Central Michigan University, Mount Pleasant, 
Michigan 


When a historian speaks of his own area of study 
to a group of persons who have been well trained 
in the laboratory sciences he uses the term “law” 
with considerable caution. He realizes that in deal- 
ing with human affairs and human behavior of 
today, yesterday, and long ago, he is handling 
material in which absolute explanations and reliable 
predictions are very difficult or impossible. The 
historian cannot perform controlled experiments to 
test his conclusions, and he cannot duplicate in a 
laboratory the problems and suggested solutions 
which he would like to check and recheck. We 
wonder, for instance, how important Napoleon was 
to the history of Europe from 1796 to 1815. What 
a help it would be if we could redo the period 
with Napoleon left out and with every other con- 
dition left unchanged. 

But this is idle dreaming. It cannot be done. 
Scholars in other fields of human affairs may be 
able to approximate the techniques of the scientist 
much more closely because they are concerned 
mostly with the contemporary and with narrower 
segments of human behavior. The sociologist gath- 
ers statistics, the economist makes his charts, the 
psychologist tests his principles on live people, 
the psychoanalyst can change couches if his results 
do not come out well. But time is at once the 
special province of the historian and the cause of 
his greatest problems. 

Yet, in spite of these difficulties, there is one 
concept which the study of history demonstrates 
with such certainty that it can properly be spoken 
of as a law in the sense the scientist uses the term. 
It is the law of change. Whatever exists through 
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any period as a result wholly or partially of human 
action is subject to continuous, inevitable change. 
Change may be rapid or it may be slow. It may be 
evolutionary or it may be catastrophic and sudden. 
It may be regarded as progress or as retrogression. 
But change there has always been, and change 
there will be as long as men inhabit this earth, in 
the tools and techniques, in the values and the 
codes, and in the institutions men establish as they 
seek to adjust to the changing environment in which 
they live. 

This process is relentless, inexorable, and _all- 
pervasive. Cut off a slice of history as narrow and 
thin as you like in terms of time and place, and 
you will still find that your investigation of this 
very limited segment of human experience is con- 
cerned with change. 

Medieval Europe is presented often as having 
been stable and static. But medieval villages dis- 
appeared in some cases, and in others gréw into 
cities. Trade routes moved; economic well being 
rose and declined in differing patterns in various 
places. Even the teachings, practices, and organi- 
zation of the Church were modified. Styles in art, 
concepts of learning, and engineering practices 
were modified severely. Education developed new 
purposes, methods, and institutions. The relation- 
ship of man to his environment was redefined. An 
attitude of science began to replace superstition 
in dealing with the physical world. And gradually, 
very gradually, by rediscovery of ancient knowl- 
edge, by learning from contemporary cultures, and 
by experimentation, a little about medicine and 
surgery was learned. 

The more one studies the processes of change as 
they have worked through the centuries, the more 
he wonders whether men have had any part in the 
creation and direction of change, or have they been 
merely pawns in a great game of chance. Certainly 
the human race has never consciously been able to 
determine the long-range direction of change. 

Men frequently resist change, for they often 
prefer the known and familiar to the untried and 
the strange. It took many generations to change 
the agriculture of Europe from the two-field to 
the three-field system after the advantages had 
been proved in a few localities, and even though 
the need for the additional food was critical. Yet, 
it is equally certain that the drive growing out of 
the desire of men to improve the conditions of their 
lives has been a major factor in the changes which 
have taken place during the thousands of years 
since men rose to the level of life which we are 
willing to call civilization. 

In the long view, change is a process of accumu- 
lation made up of such things as the slow diffusion 


of new knowledge from one community, from one 


nation, from one culture to another, the chance 
inventions of a great number of unknown craftsmen 
who slowly develop a whole new process, the 
adaptations to such changes in environment as the 
silting up of a river's mouth, the labor shortages 
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left by a war, or the ravages of a wave of the 
Black Death. Each of these, an important thing in 
itself, was an incident in a tedious metamorphosis 
of a whole culture. The crossbow and the introduc- 
tion of gunpowder to Europe changed the military 
importance of the armored knight. But it took an 
additional half millenium to bring an end to his 
privileged position as land owner and as political 
figure. A deal between a financially distressed king 
and the bourgeois leaders of a town might con- 
tribute to a trend towards democracy which no 
one at the time wanted or foresaw. The establish- 
ment of a university, an inspired insight into the 
mechanics of the solar system, a bitter quarrel be- 
tween two schools of theology, the renewed use of 
coins, the outcome of a battle, an older son dying 
of a disease and resulting in a change in the suc- 
cession of a throne—these are examples of incidents 
in the processes of change. In time these, with a 
multitude of other incidents, accumulated until the 
characteristics of the medieval age had faded out 
and the modern way of life had come to occupy 
the stage. 

In its striving for a better life mankind has usual- 
ly been inarticulate, undirected, and unorganized. 
Much of the time men of the past were struggling 
against a nature which was harsh, malevolent, and 
for them impossible to understand. Through almost 
all of the 7,000 years of recorded history, for most 
nations and peoples, death was seldom very far 
away. Three hundred years ago the Indians of 
our Great Lakes country faced starvation every 
winter. Even in less rigorous climates primitive 
cultures could never develop a population of any 
size. Life was too precarious and control aver en- 
vironment, including disease, came slowly. But in 
this story which is the record of the development 
of our own culture, with each generation, each 
century, or each thousand years a little more was 
learned about the control of disease, production 
of food, and the use of the earth’s raw materials. 
That is, there were gains in knowledge and skill 
unless that which had been learned was lost before 
the ravages of war, disease, natural cataclysm, or 
superstition. 

The history of western medicine is certainly not 
a story of continuous progress in the arts of curing 
human ills even though, in every level of culture 
and at all times, being well has been a matter of 
greatest concern to individuals and to societies. In 
prescientific societies the medicine man, the witch 
doctor, the sorcerer, or the herb mixer was very 
important. From painful experience these healers 
may have learned some techniques that did a little 
good. But anyone who listens to the anthropologist 
describe the methods used by primitive societies to 
take care of an ulcerated tooth, or a broken leg, 
or a fractured skull will shudder with appreciation 
of the misfortune of those who were dependent 
upon the meager talents and the clumsy instruments 
of those cultures. 

Two thousand years ago the men of the eastern 
end of the Mediterranean Sea reached a fairly high 
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level in the fields of medicine. Ptolemaic Egyptians 
practiced dissection—even on living persons. The 
Hellenistic Greeks knew all that is implied in the 
Hippocratic oath, and much more. But this knowl- 
edge was largely lost to medieval Europeans. A 
Moslem surgeon of the time of the Crusades has 
left a record of his extreme consternation and 
horror at the methods he saw a Christian surgeon 
use in amputating a leg. From early modern times 
we have a prescription for an oil for closing wounds 
which read: 


In a pound of olive oil cook ten green lizards and filter 
through linen, adding thereto one measure of marjoram and 
wormwood, which gently cook and set by for use. 


Vesalius and Harvey, and the host of witting and 
unwitting collaborators who followed them, had 
much to discard, much to rediscover, much to re- 
think before they could move on to new truths. 
As is ever the case, the first steps are the hardest 
to take. Progress in the healing arts could come 
much more rapidly in the nineteenth century be- 
cause a great deal of fundamental knowledge in 
chemistry, anatomy, biology, and other sciences 
was available to them. No civilization, ancient or 
modern, had as much to work with in medicine and 
surgery as western civilization had a century and 
a half ago. 

In the nineteenth century two new elements 
which greatly affected the ability of a modern peo- 
ple to provide for their health came to be of great 
significance. One of these has been called the inven- 
tion of a method for inventing. In this was included 
not only the improvement and expansion of labora- 
tories, the development of research techniques, the 
improvement of methods of communication among 
scientists and technicians, but also the belief that 
this way was better than superstition, better than 
religion, for finding the answers to health questions. 
Each succeeding decade of the nineteenth century 
saw the stream of discoveries of new techniques, 
new drugs, new facilities, and new sources of finan- 
cial support expand and swell until it was a power- 
ful flood. The great killers of those generations have 
been reduced to near impotence. Public faith in 
scientific practices in the healing arts has led to an 
optimism which today assumes that the life ex- 
pectancy figure will continue to rise, the present 
great takers of lives will be conquered, and the 
general health standards will be continuously bet- 
ter. All it takes, in the popular view, is enough 
money, enough laboratories, enough men in white 
coats, and enough doctors who will keep up with 
the times. 

While the scientists may think that the race is 
between the research men who are producing new 
drugs and the bacteria which stubbornly develop 
new and more resistant strains, the public thinks 
the race is between the research men and the fel- 
lows who have to think up the new names for the 
drugs. ‘ 

The second factor in the greatly changing rela- 
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tionship between the citizens of a country and the 
practice of medicine during the last century and a 
half has been political democracy. Step by step, 
in western Europe and in America during the nine- 
teenth century the right to vote was gained by a 
larger and larger part of the adult male population. 
In the opening decades of the twentieth century 
suffrage came to be considered the right of women 
as well. This process which put final political deci- 
sions in the hands of the whole adult population 
could not fail to have far-reaching effects in every 
phase of social, economic, and cultural life. 

When landed aristocracies ran the states they 
wrote the laws for their own advantage. When the 
business classes had a preponderance of political 
power they saw to it that legislative programs ex- 
pressed their own best interests. When the great 
masses of men and women have the final voice they 
are certain to seek the things they want. Each 
class in its turn may think sincerely that what it 
wants is best for the whole nation, but to every 
other class only its own program seems unselfish. 
This means that in so vital a matter as health, 
democracy is going to have something important 
to say. Good hospitals, good doctors, good nurses, 
and good medicines must be available on a mass 
rather than a class basis if we are to meet the 
demands of our times. 

The long processes of development in the fields 
of medicine and surgery have arrived at a state 
which makes it possible today to provide the aver- 
age man with health and happiness in such gener- 
ous measure that no other culture at no other time 
could even remotely approach our fortunate lot. 
It is unreasonable to suppose that the public will 
not insist that a way will be found to make this 
care available to the average man. The drive for 
improvement of life which has had some part in 
the causes of change make this inevitable in a 
democracy. Mr. Everyman will not be denied. 

In the United States the program which has 
developed to make possible the extension of excel- 
lent care to larger sections of the population has 
been the prepayment and the insurance plans. The 
feeling is strong among both doctors and laymen 
that this preserves much that is good while it 
eliminates much that is evil from either the situa- 
tion where every man stands by himself as he faces 
the uncertainties of life, or the situation where a 
political-social solution is tried. But we know the 
law of change is still with us. These present pro- 
grams must work, they must be improved, they 
must be extended, or they will fail to meet the 
needs of this age, and something else will succeed 
them. 

This conference is a recognition of the fact that 
the mass aspects of modern life are here in the 
field of health care. You, the members of this con- 
ference, will examine your programs and practices, 
ask yourselves to what extent the health care he 
needs is available to the average American. Does 
the prepayment program of today give the sub- 
scriber protection from the economic catastrophe 
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he fears? Does his insurance give the subscriber 
assurance that the great storehouse of knowledge 
which has been accumulated along with twentieth 
century skills, techniques and facilities are available 
to him? The economic, technical, and_ practical 
questions of the day will be discussed by carefully 
selected men of experience and knowledge. 

Perhaps this will be one moment in history when 
men of training, good will, and experience will 
show that it is possible for intelligence and fore- 
sight to lead in, direct, and control the process of 
change so that the best interests of all concerned 
will be served. 


Present status and objectives 
of health insurance coverages 


J. F. FOLLMANN, JR.,*° Director of Information 
and Research, Health Insurance Association of 
America, New York, New York 


In 1938 the National Health Conference, after seri- 
ous deliberation, concluded that: “Voluntary sick- 
ness insurance without subsidy or other encourage- 
ment through official action . . . has nowhere shown 
the possibility of reaching more than a small frac- 
tion of those who need its protection.” At that time 
only about 8 per cent of the population had some 
form of health insurance protection. 

Ten years later, voluntary health insurance had 
grown to the stage where 42 per cent of the popula- 
tion had some form of coverage. At that time Oscar 
R. Ewing, then Federal Security Administrator, 
made an official report to the President of the 
United States! which stated that “at a maximum, 
only about half of the families in the United States 
can afford even a moderately comprehensive health 
insurance plan on a voluntary basis.” 

Today the proportion of the population covered 
by voluntary health insurance is estimated to have 
grown to 73 per cent.2 This proportion, incidentally, 
is greater than that covered by the majority of 
government programs in other nations having such 
programs. In 1959 voluntary health insurers in the 
United States paid in benefits $5.2 billion, or $14 
million a day. This amount was an increase of 10.0 
per cent over the preceding year and an increase 
of 90.3 per cent over the amount of benefit pay- 
ments just 5 years earlier. 

These brief data serve to demonstrate the tre- 
mendous growth of voluntary health insurance in 
the United States in recent years and to illustrate 


‘the explosive evolution which is taking place with 


respect to the financing of medical care. 
Today voluntary protection against the costs of 
medical care is made available in many forms and 
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by various types of insurers. Coverage is available 
on an individual, family, association, and group 
basis. The vast majority of the coverage is written 
on a group basis, with the employer paying all or a 
portion of the cost in many instances. In terms of 
the number of people covered, insurance company 
coverages increased 150 per cent in the decade 
1949-1959, while Blue Cross-Blue Shield and similar 
plan coverages increased 67 per cent, and other 
types of prepayment approaches, including prepaid 
group practice plans, increased 29 per cent. 

This situation is unique in our nation. In no other 
country at any time has there ever been such 
vitality, comprehensiveness, flexibility, and public 
acceptance with respect to voluntary mechanisms 
for the payment of medical care. 

Coverage has been extended appreciably to those 
population groups which formerly had not been 
protected by voluntary health insurance in as great 
proportions as the population as a whole. These 
include the aged, those who are employed in small 
groups, those who live in rural areas, the self- 
employed, those engaged in the various professions, 
and those who are dependent upon insured persons. 
In recent years pilot attempts have been made at 
covering segments of as elusive a population group 
as the migratory worker. Increasingly, coverages 
are available for chronic and mental illnesses. Over 
80 insurance companies now make available cover- 
ages which are noncancellable or guaranteed re- 
newable, and 51 of these offer policies which are 
guaranteed renewable for life. Insurance company 
coverages also are available which become paid up 
for life at age 65. 

The predominant forms of coverage purchased 
provide protection against the costs of in-hospital 
care and surgery. Protection against the costs of 
physicians’ care in-hospital and in the office or at 
home is the next most widely purchased form of 
protection. 

Insurers of all types have been experimenting, 
however, and expanding their coverage to provide 
protection against other forms of medical care. 
Today laboratory and x-ray benefits for diagnostic 
work done outside the hospital are available. The 
major and comprehensive medical expense insur- 
ance coverages offered by the insurance companies, 
and now covering over 25 million people, today 
increasingly provide protection against the costs of 
prescription drugs* and nursing care, including 
visiting and practical nursing.> On the horizon are 
coverages for organized home care programs and 
for such services as those of homemakers.> Re- 
cently, coverages have come into beirig for skilled 
nursing home care,® particularly with respect to 
people over age 65; and coverage against the costs 
of dental care now exists in several communities.” 
Coverage for the costs of vision care is also avail- 
able in a few instances.§ 

Now, how effective has the development of vol- 
untary health insurance been to date? The answer 
to this question, unfortunately, is one which has 
not yet been placed in clear focus. 
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A recent study by the Social Security Administra- 
tion? indicates that the percentage of the nation’s 
total personal medical expenditures being met by 
voluntary health insurance approximates 25 per 
cent. While these data clearly indicate certain as- 
pects of the progress which has been made in recent 
years, the magnitude of covered medical expenses 
which they portray is often misunderstood and at 
times misused. For example, these data relate health 
insurance benefits to the total of all private expend- 
itures for medical care. This latter amount, how- 
ever, is a gross, unqualified amount which includes 
many medical costs which are inconsequential to 
the individual or family, nonmedically dictated, 
optional or luxury in nature, or which can hardly 
be considered medical care at all.!° Furthermore, 
they include the medical expenditures of those who 
are not insured or who are inadequately insured. 
Since the determination to insure or not, and the 
degree of protection purchased, primarily rest with 
the individual or with groups of individuals, and 
may be influenced by many factors including the 
amount of funds available, the need or desire for 
protection, choices with respect to other expendi- 
tures, and the attitudes of employers and the labor 
unions in collective bargaining, a misimpression 
can be created when these uncovered medical ex- 
penses are included in the equation. 

Hence, when the effectiveness of voluntary health 
insurance is examined in relation to the covered 
medical expenses of insured persons, a picture quite 
at variance with the previous impression emerges. 
Thus, various recent studies indicate that in such 
cases some 75 per cent to 96 per cent of hospital 
expenses and some 62 per cent to 84 per cent of 
surgical expenditures are covered.!!-!4 The varia- 
tions can be due, in part, to the quality of the 
coverages purchased. 

A prominent spokesman for organized labor, 
Jerome Pollack of UAW, while taking cognizance 
of what he considers to be the still existing gaps in 
voluntary health insurance, has described the pres- 
ent situation thus:15 


Voluntary health insurance has grown beyond the fondest 
expectations of sponsoring hospitals, ‘physicians, and insurers. 
...Its importance to the health and economic security of 
the American people is now beyond debate. It has stabilized 
the financing of hospital and medical care. . . . and supported 
a rising volume and standard of care. It has given sub- 
scribers a degree of choice that a great many apparently 
prefer. It has demonstrated advantages of voluntarism that 
are likely to be respected, whatever may come.... The 
voluntary system has shown undisputed advantages in flexi- 
bility, adaptability, and a latitude for experimentation, ele- 
ments of voluntarism likely to be retained. 


Today the majority of health insurance has come 
into being through some manner of group purchase. 
The choices of those who purchase coverages or 
who influence choices can be a major factor in 
determining the course which voluntary health in- 
surance will take in the future. Paramount here are 
the priorities which will be allotted in relation to 
the funds which are available. Employers, private 


143 


| 
| 
i 
\ 
j j ; 
| 
if 
| 
it 
= 
& 
ah 
: 


and public, and their employees are a most im- 
portant factor. Through the collective bargaining 
process the scope and nature of voluntary health 
insurance benefits are patterned, directly or in- 
directly, for many workers and their dependents, 
as is the manner in which they are financed. 

Voluntary health insurers today face difficult and 
sweeping questions as they proceed into the 1960's. 
What types and amounts of coverages will best 
serve the personal and social needs in the United 
States? Are these commensurate with those which 
the public might prefer? To what ultimate degree 
is health insurance affordable, either by groups or 
by individuals? How might marketing or group 
purchasing methods be further improved to make 
available to more people sound coverages at the 
lowest possible cost? To what degree can these be 
applied to those still uncovered in rural areas, those 
who are employed in small groups, or the aged? 
What will be the ultimate direction and effect of the 
collective bargaining process? How will the trend 
toward the employer paying the entire cost of the 
insurance affect the nature of the coverage as well 
as the use of medical care services under the cov- 
erages? What is the true relationship of the avail- 
ability of insurance to the seeking of needed medi- 
cal care? To what degree and how can both the 
expenditures for and the costs of medical care be 
reasonably controlled? How can the most efficient 
use of the available health care dollar, through 
insurance or otherwise, be brought about? What 
role should an insurance mechanism play with re- 
spect to the quality of medical care? What relation- 
ship should health insurance have to the prevention 
of illnesses and accidents? To what degree should 
it be directly concerned with rehabilitation? What 
role should government at all levels play with re- 
spect to the provision of medical care, commensurate 
with the philosophic concept in the United States 
of the role of government, the form of the economy, 
the response to social forces, and the freedom of 
individuals and institutions? 

Health insurers, individually and through their 
organizations, have done much in recent years to 
the end that they might fully accept the challenge 
which is presented by these perplexing questions. 
They have engaged in radical experimentation in 
the concept and design of their coverages. They 
have engaged in research of many types. They have 
attempted to make their coverages more effective 
with respect to the more serious, costly, or pro- 
longed illnesses. They have made available cover- 
ages for more and more forms of medical treatment, 
both in and out of the hospital. Their extension of 
coverage to our older citizens has been an un- 
foreseen development of consequence. They have 
sought to preserve the free choice of provider of 
care and to exert no overt interference in medical 
judgment. They have established the mechanism 
for and displayed the will to work co-operatively 
with those who provide the medical care. Opera- 
tional and administrative expenses have been re- 
duced in many instances. Mechanical processes 


144 


have been streamlined and refined. Perhaps most 
important, however, has been the development of 
a growing consciousness of the social nature of this 
form of insurance and of the fact that in all mat- 
ters the public interest, in combination with fiscal 
soundness, must predominate in the enterprise. 

To pretend that these forward thrusts are uni- 
versal within the entire complex of health insurers 
would be as preposterous as to conceive that all 
men in any walk of life are motivated by nothing 
but the most far-seeing and highest of impulses. 
But, as in the affairs of men, it is nonetheless sig- 
nificant when some try to extend the present con- 
cepts to make them commensurate with the move- 
ment of social forces, to exert leadership, and to 
reach out to new frontiers. It is of interest, then, 
to listen to the voices of those who give thoughtful 
and responsible consideration to the future. Re- 
cently, Millard Bartels, chairman of the Insurance 
Executive Committee of the Travelers Insurance 
Companies, said:16 


The health insurance business needs to be identified with 
an interest in the health and medical care of our people. 
...One way to do this is to promote the development of 
needed health and medical care facilities....We should 
study ways of promoting knowledge of and the adoption 
of better health habits. Accident prevention also ties in 
with the reduction of losses under health insurance policies. 
...A look ahead for a business which has matured as fast 
as the health insurance business brings into focus need for 
intelligent action of a kind not dreamed of ten years ago. 
... Growth alone is not enough. ... Our business must wear 
a mantle of humanity. 


Mr. Bartels’ voice does not stand alone. A few 
months ago S. Bruce Black, chairman of the board 
of the Liberty Mutual Insurance Company, said:!7 


Real protection is more than reimbursement for losses: it 
means protection from losses....it means prevention of 
accidents that cause losses, it means minimizing the dis- 
abilities resulting from injuries through medical care and 
rehabilitation. ... We have learned to measure good medi- 
cine, not by measuring how high or how low the medical 
fee, but how quickly, how effectively the patient is restored 
to a sound condition.... Seeking merely to spread losses 
without control of loss does not make sense. 


More recently Eugene M. Thore, vice president 
and general counsel of the Life Insurance Associa- 
tion of America, said of the future:18 


The first concern of the insurance business will be the 
protection of policyholder’s interests, but the business will 
be increasingly called upon to balance this objective with 
even broader interest as to the welfare of the nation as a 
whole. ... More and more the personal insurance business 
will be required to demonstrate the role which it can play 
in solving the problems of our society. 


These are significant voices. The concepts they 
have expressed will without question influence the 


‘thinking of many others. They establish important 


guideposts for the future. 
Those who provide the medical care in the 
United States, the various types of voluntary health 
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insurance mechanisms, and the many voluntary 
agencies are engaged today in what is essentially 
a common endeavor. This joint and several enter- 
prise is that of providing, to the greatest degree 
possible, medical care of the highest quality for 
the American people on a voluntary basis, and with 
flexible means available to the public by which the 
economic impact of costly or protracted illness or 
accident might be spread over large groups of 
people. The evolution which has taken place with 
respect to the use of our medical care facilities and 
the nature and cost of these services has compelled 
the jointness of this enterprise. 

The future, then, presents to voluntary health 
insurers a responsibility and a challenge of sig- 
nificance. It will not be without its perplexing 
problems. These will call forth the best in many 
men and women. But it is a future which is rich in 
possibilities and hope. Successfully culminated, it 
will mean that a new frontier in our socioeconomic 
existence will have been conquered. 

Voluntary health insurers cannot achieve their 
goals, however, without the full understanding and 
co-operation of all those who provide the various 
types of medical care. The essentially voluntary 
provision of medical care, on the other hand, can- 
not long endure without the successful achievement 
of voluntary health insurance. The jointness of this 
enterprise, therefore, calls for co-operation and mu- 
tual appreciation. 
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Blue Cross and Blue Shield 


JAY C. KETCHUM,®* Executive Vice President, 
Health Service, Inc., and Medical Indemnity of 
America, Inc., Chicago, Illinois 


“Blue Cross” is the registered name and service 
mark for prepayment plans for hospital service, 
sponsored by hospitals. There are 78 such plans 
operating in the United States and Puerto Rico. 
Although most plans operate in statewide areas, 
some limit operation to smaller areas; for example, 
in New York state there are eight plans. The use 
of the term “Blue Cross” and the symbol (both 
registered as service marks) is controlled by the 
American Hospital Association, which establishes 
and administers Blue Cross standards. The plans 
are affiliated through membership in the Blue Cross 
Association, whose Board of Governors is made up 
of elected plan and A.H.A. representatives. The 
Blue Cross Association is concerned with matters 
of interest and assistance to all plans and has pow- 
ers in such matters delegated to it by its members. 
Individual plans are sponsored by the hospitals of 
the areas they serve, and are controlled by boards 
of trustees representing hospitals, the public, and 
the medical profession. As of December 31, 1961, 
some 56 million persons were enrolled in Blue Cross 
and 49 million in Blue Shield Plans. Together they 
disbursed almost $2.5 billion for services to sub- 
scribers. 

“Blue Shield” denotes prepayment plans for the 
services of physicians. All of the 69 plans operate 
in areas quite similar to Blue Cross Plans, in many 
cases with a degree of joint management, with the 
sponsorship of the organized medical profession in 
their respective areas. There is no formalized organ- 
izational relationship to the American Medical 
Association. 

The national association of Blue Shield Plans 
serves Blue Shield (also a registered name and 
mark) in much the same capacity as does Blue 
Cross Association the Blue Cross Plans, although 
in some respects it does not exercise as great a 
delegated authority. 

Both the Blue Cross and Blue Shield Plans, gen- 
erally, are supervised by the state insurance de- 
partment in their state of domicile, by virtue of 
special legislation. It can fairly be said that Blue 
Cross is both locally and nationally an agency of 
the hospitals; and, of Blue Shield, an agency of 
the organized medical profession in the local plan 
area of operation. 

In the case of osteopathic hospital relations with 
Blue Cross there seems to be no difficulty, as ordi- 
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narily hospitals accredited by the Osteopathic Hos- 
pital Association are, in the same manner as are 
hospitals accredited by the Joint Commission on 
Accreditation, participating in Blue Cross. Quite 
a different matter is the relationship of the osteo- 
pathic physicians to Blue Shield. Because these 
plans are sponsored by organized medicine in the 
main, and their boards are made up of doctors 
of medicine, it can be expected that their attitudes 
toward osteopathy will depend upon the attitude 
of doctors of medicine toward the doctors of oste- 
opathy in the area. Although I believe I am knowl- 
edgeable in regard to this subject, all I care to say 
is that I observe some relaxation, some tolerance, 
a bit more consideration for the interests of the 
subscribers developing. Changes will come about 
in Blue Shield when and to the extent that changes 
occur in the attitudes of the professionals. 

Nonprofit character and operation is an essential 
ingredient for both Blue Cross and Blue Shield 
Plans. Blue Cross Plans, almost entirely, and Blue 
Shield Plans, in the main, are operated on the 
so-called service principle—that is, benefits are pro- 
vided in the form of services rather than in cash. 
In Blue Cross, such provision is without regard to 
economic status, whereas in Blue Shield such serv- 
ice benefits are usually related to subscriber in- 
come ceilings. Hospitals are reimbursed by Blue 
Cross Plans on various agreed-upon reimbursement 
formulae, usually based on costs. Physicians are 
paid by Blue Shield for services rendered on sched- 
ules of fees established by the plans, usually with 
the concurrence of the appropriate medical society. 

Traditionally, since inception and until very re- 
cently, Blue Cross and Blue Shield Plans have 
charged rates for coverages on what has come to 
be known as the “community rating system.” Sim- 
ply, this means that all holders of like contracts in 
a plan pay like rates for their protection, resulting 
in the better health risk, in effect, subsidizing the 
poorer risk. Prior to the advent of avid competition 
by the insurance carriers, the “community rate” 
simplified the administration, the actuarial and the 
enrollment problems and, at a standard rate, made 
coverage available to a greater spread, economically 
and healthwise, of subscribers. The application of 
experience or merit rating, by competition for the 
health insurance dollar and, to some extent, by the 
influence of rapidly increasing hospital costs, has 
led to abandonment by many of the plans, at least 
partially, of “community rates” and to use of experi- 
ence-based rates for groups of their subscribers. 

Edwin Faulkner, in his 1960 volume, Health 
Insurance, describes the rating situation from the 
point of view of one I consider an outstanding 
insurance spokesman: 


The insistent adherence of the service plans to the com- 
munity wide or flat rate stems from the philosophy that has 
dominated the Blue Cross movement. It holds that the good 
insureds should subsidize the less desirable insureds, lest 
the poorest risks, if required to pay a premium adequate to 
meet the cost of the hazard they transfer to the plan, find 
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the insurance priced beyond their reach. Irrespective of the 
inequity of such a premium structure, its effect has been 
to drive the better risks out of the service plans and to the 
insurers that will underwrite them at a rate reflecting the 
hazard that they present. The service plans thus tend to be 
left with the most costly inferior risks. 


Of course, as more and more groups of experi- 
ence-rated subscribers enjoy reductions based on 
better than average, more and more of the poorer- 
than-average subscribers suffer increased rates or 
drop their protection as it becomes more costly 
than they can afford or will pay. This is of particu- 
larly important concern to the elderly, whose costs 
for care are somewhere around two and a half 
times the cost for under-age-65 subscribers. Most 
attempts to cover the aged as a separate category 
result either in substandard coverage or consider- 
ably higher rates. Unless some other answer toward 
subsidizing the cost of coverage for these elder 
citizens is soon applied, we can expect something 
of the Forand or Anderson-King type of legislation 
to be enacted. And as other poorer-risk categories 
of our people are exposed to higher and higher 
rates we might expect more and more pressure 
for government action, and I would be surprised if 
government would for long restrict its concern to 
only the difficult risks. 

If you are exposed to the public press you know 
that this matter of Blue Cross rates is most promi- 
nent. While extension of coverages to the retired, 
special contracts for the elderly, and the acceptance 
of the less desirable risks by Blue Cross have con- 
tributed to this problem, primarily it is a reflection 
of the increasing costs of providing hospital care, 
changing medical practices, and the new attitudes 
toward the function of the hospital. The Michigan 
3-year study of hospital and medical economics just 
completed under the direction of Professor Walter 
McNerney of the University of Michigan, in its 
preliminary report, says about overuse of hospitali- 
zation: “. . . extramedical factors affecting utilization 
were reported by attending physicians in one out 
of five cases studied intensively.” Of such cases 
so classified as overstays, accounting for about one 
half of all “overstays” the reasons given were “physi- 
cian’s usual practice in such cases’—“no resources 
other than patient’s own”’—“no one at home to care 
for the patient’—“home physically inadequate to 
care for patient’—and “emotional state of patient.” 
It just might be, depending on your attitude as a 
hospital administrator, or a physician, or a patient, 
that these “extramedical” factors constitute reason- 
able justification for extension of hospitalization 
beyond the period if such factors were not present. 

Identification of Blue Cross with the hospitals, 
like it or not, has placed upon Blue Cross much of 
the responsibility for justification of these increases. 
The public, represented by employers, labor or- 
ganizations, and supervisory authorities, is inves- 
tigating, surveying, and debating the operation, the 
policies, the attitudes, and controls of Blue Cross 
Plans. By the imposition of rules and regulations on 
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plans, attempts are being made to control hospital 
costs, to require the hospitals and their medical 
staffs to police the utilization of hospital services. 
Admissions and utilization committees have become 
a common means in the attempt. If you are not 
now subject to the scrutiny of such a committee in 
your hospital, you probably soon will be. Similar 
committees, under a variety of names and organi- 
zational schemes, are being set up and operated 
by medical societies as to the professional relations 
with prepayment and insurance. While I am not 
convinced that all of the so-called “abuse” found 
by the many studies and surveys actually consti- 
tutes abusive utilization, but might be, to a con- 
siderable degree, a reflection of differences in 
training, attitudes, and hindsight, I am convinced of 
the necessity for and the value of such organized 
activity. The charges being made must be an- 
swered, and it must be demonstrated effectively 
that the hospitals and doctors and plans are con- 
cerned and are doing something constructive about 
it. 

A popular suggestion for control of unnecessary 
use of prepayment benefits, and frequently incor- 
porated in medical expense insurance, is the de- 
ductible and coinsurance provision. This is, of 
course, a fundamental in the major medical type 
of policy, the theory being that if the patient must 
bear a substantial deductible and a percentage of 
all expenses incurred there will be less services 
used in diagnosis and treatment. It can be demon- 
strated that just that result can be expected. How- 
ever, it has never been determined to what extent 
a given dollar amount of deductible, or percentage 
of coinsurance, acts as a deterrent to unnecessary 
services (or expense) without acting as a restraint 
as to needed services. If such is great enough to 
make the patient forego some services, it seems 
likely that he may wait too long or utilize inade- 
quate or poor quality care. In the preliminary 
Michigan study report, a serious warning was 
sounded: 


Fiscal controls of hospital over-use through insurance and 
prepayment features, such as deductibles, coinsurance pro- 
visions, and ceilings on indemnity payments, should be 
viewed with extreme caution; they have a strong association 
with low volume of care. There is reason to suspect a 
further association with underuse. 


Probably attitudes toward such mechanisms are 
based on whether your primary concern is with 
adequate, good quality prepaid medical care for the 
public or with the reduction of the risk-element in 
underwriting medical care expense. It is a fact that 
rates for coverage, if that is the real problem, can 
be reduced to reflect savings by elimination of a 
large number of small charges and by transfer of 
much of the expense (the deductible and coinsur- 
ance) of all services from the plan or insurance to 
the patient who uses services. 

It is to be exvected that labor organizations, rep- 
resenting large numbers of subscribers, resist, and 
that employers, who bear substantial portions of the 
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costs of coverages as fringe benefits, will prefer 
deductibles and coinsurance. In stiff competition 
for the health insurance dollar, it is also often 
easier to sell coverage at rates reflecting such de- 
ductibles and coinsurance, but if the salesman had 
to settle the claims arising from such policies he 
would realize that the real cost of care has not 
been affected. 

You are probably aware of the fact that Blue 
Cross has been of great benefit to hospitals by 
eliminating problems of collections for care pro- 
vided to Blue Cross subscribers. For this reason, 
the greatest objection to deductibles and coinsur- 
ance is heard from hospital administrators. If the 
collection problem is to be forced back on the 
hospital, then costs are again going to reflect addi- 
tional collection losses and costs. To a lesser extent, 
the same is applicable to the physicians and Blue 
Shield. 

All of this about deductibles and coinsurance gets 
me back to where the most influence on “overuse” 
or “abuse” can be achieved—by an intelligent, alert 
profession, organized to function. Such activity 
would, in my opinion, while helpful to the plans and 
insurance, really produce larger benefits to the hos- 
pitals and the physicians in their struggle to retain 
and maintain what they have left of freedom to 
practice. 

Both Blue Cross and Blue Shield have expended 
a great deal of time and energy in the most recent 
years in expansion of their “national account” ac- 
tivities. Within the last year the A.H.A. has estab- 
lished a new council to deal with prepayment and 
related matters, including standards for Blue Cross 
Plans, eliminated the old Blue Cross Commission, 
and transferred to the Blue Cross Association mat- 
ters concerning plan administration and operation. 
Among the B.C.A. activities a great deal of em- 
phasis is placed on enrollment of groups with mem- 
bers in more than one plan area. The National 
Association of Blue Shield Plans is also extremely 
active in this field, just now perfecting a new ap- 
proach to the problem of uniformity of procedures 
for enrollment, benefits, rating, and introducing to 
the plans a new concept in establishment of sched- 
ules of fees for such national accounts. The success- 
ful enrollment of almost a million Federal Govern- 
ment employees and their families last July, and 
the solution of difficult problems in connection with 
the administration of this program through the 
Blue Cross and Blue Shield local plans which pro- 
vide the protection, has convinced the plans that 
uniformity to the degree necessary can be achieved 
and that the rewards for the efforts expended are 
satisfying. With this demonstration of ability to 
serve the largest nationwide group of subscribers, 
we anticipate great strides in other national group 
accounts. 

Construction of a Blue Cross-Blue Shield pro- 
gram for national groups is more difficult than is 
the preparation of an insurance policy, which is 
difficult enough: The insurance contract must meet 
the requirements of all the states in which it is to 
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conform to such variables and, in addition, recog- 
and regulation. The Blue Cross-Blue Shield must 
be issued, with all the variations in statute, rule, 
nize the many differences between various geo- 
graphical areas, and between various hospitals and 
physicians, in the way medical care is provided. 
While these differences exist in many forms, only 
one or two will illustrate their nature: In Michigan, 
radiologic services are provided only by Blue 
Shield, not by Blue Cross, and only a doctor can 
collect, not a hospital; whereas in many other areas 
x-rays are a Blue Cross benefit when rendered by 
a hospital employee, but not a Blue Shield benefit. 
Anesthesia can be provided in Iowa only by a doc- 
tor, only as a Blue Shield benefit, not by a hospital 
as a Blue Cross benefit, as is true in many areas. 
In Arizona, x-ray, laboratory services, EKG’s, and 
BMR’s are benefits only under Blue Cross and not 
under Blue Shield. 

Being hospital and doctor “related,” Blue Cross 
and Blue Shield are often caught in the middle of 
“possessive” attitudes as regards what is “medical” 
as opposed to “hospital” services. The insurance 
company finds it easy to avoid this controversial 
“no-man’s land” by simply reimbursing the policy- 
holder regardless of where or by whom the service 
is rendered. 

Particularly in the large urban areas there is an 
increasing tendency toward the centralization of 
medical care in the hospital and an extension of 
the hospital activity outside the immediate bound- 
aries of its general facilities. Nursing home annexes, 
home nursing care and supervision, expansion of 
facilities for ambulatory outpatients, and so forth, 
are bringing new influences to bear, not only as to 
hospitals and patients but as to the physicians as 
well. The plans, Blue Cross and Blue Shield, if they 
are to adequately serve the public, must be per- 
mitted to adjust to changing conditions. The plans 
must not be used to either resist or advance the 
views or ends of either the hospital or the doctor, 
to the disadvantage of the subscriber patient. By 
not attempting to use the plans in such controversy 
you can contribute much. 

Blue Cross and Blue Shield, traditionally on a 
base of hospital and physicians’ services, are now 
on the threshold of expansion of related but organi- 
zationally separated services. When time is avail- 


able to permit us to step back a few paces we can 
discern a trend toward a pattern of care which takes 
the patient outside the general hospital doors. It 
looks something like this: The patient in the acute 
stage is admitted to the general hospital. After sur- 
gery, or alleviation of the acute condition, he is 
transferred to a recuperative division or extension 
of the general hospital, then to a nursing home, or 
perhaps provided with home nursing care. Although 
the pattern holds promise of merit, much remains 
to be determined as to the relationship of prepay- 
ment and the people and facilities which will be 
involved. At the present, of all the available nurs- 
ing home facilities, only about a hundred seem to 
meet standards contemplated by study committees 
on accreditation of such nursing homes. Nothing in 
this direction, of consequence, seems to have been 
even proposed as to standards for home nursing 
care on a broad, country-wide basis. When coverage 
is to be extended into these broader areas, some 
clear definition of such institutions and services will 
be required so plans will be able to measure their 
responsibilities and subscribers may evaluate the 
benefits in the form of rates. 

Blue Cross-Blue Shield, while not about to rush 
headlong into unknown areas of coverage, are con- 
ducting studies and experiments preparatory to as- 
suming responsibility as means and methods can 
be tried and proven. 

With expansion into new and broader areas of 
coverage, with all the public concern for costs, it 
is more than likely that plans will become less and 
less hospital and professionally based and more and 
more community based, dealing with many other 
organizations as providers of covered services, and 
with greater representation of the subscribers in 
determination of policy and administration of the 
plans. It is also obvious that there will be increased 
supervision of plan operation by such officials as 
the commissioners of insurance. Although it may 
be a natural reaction to resist them, just such de- 
velopments may in fact contribute to the defense 
against further federal intrusion. 

It is certain that only by acceptance of responsi- 
bility in voluntary prepayment by all the interested 
parties—hospitals, medicine, the public, the plans 
and insurance—are we going to maintain “freedom 
of choice” in medical care. 
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Annual Reports—Department of Professional Affairs 


As chairman of the Department of Professional Affairs of the American 
Osteopathic Association, Dr. Ira C. Rumney presents the following 
reports made during the annual meetings of the Association held in the 
Drake Hotel, Chicago, July 5 to 12. Particular attention is directed to 
the reports of the Bureau of Professional Education and its committees 
on colleges, hospitals, and accreditation of postgraduate training, which 
report on the continuing revision of the organizational structure for 
predoctorate and postdoctorate education under osteopathic auspices. 


Reports of A.O.A. administrative officers and of ad hoc committees 
appeared in Tue Journat for September. Reports of the Department of 
Public Affairs, the Council on Development, and the National Osteopathic 
Foundation will be published in the November issue. 


Ira C. Rumney, D.O. 


Chairman 


Department of 
Professional Affairs 


> Recent events have played an 
important part in the decisions our 
profession has made this year, and 
will have to make in the coming 
year. These events have affected 
the activities which come under the 
Department of Professional Affairs, 
and are making it especially im- 
portant that we concentrate upon 
the reason for which our profession 
was established. We have not yet 
developed its contribution to its 
fullest, and if we are to carry out 
our responsibilities to society, this 
is where we must concentrate our 
efforts. We have spent most of our 
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time, effort, and financial resources 
in the last 50 years in getting legis- 
lative recognition so as to develop 
a “pearl of great price,” but have 
nearly lost the pearl in the struggle. 
Now that we have recognition, we 
must concentrate on perfecting our 
particular contribution to health 
care. 

The Bureau of Professional Edu- 
cation, made up of the chairmen of 
the committees on colleges, hospi- 
tals, accreditation of postgraduate 
training, and the Advisory Board 
for Osteopathic Specialists, has to 
do with the total educational proc- 
ess, from the time a person enters 
one of our schools until he finishes 
his internship and/or residency 
and, when continuing, whatever 
postgraduate work he wishes to 
take. This is a broad responsibility 
and each committee will have im- 
portant recommendations to the 
Board of Trustees and the House 
of Delegates. 

During the last 2 years, in 
attendance at meetings of the 


Committee on Hospitals and the 
Committee on Accreditation of 
Postgraduate Training, I have come 
to the opinion that all postgraduate 
education should come under one 
committee, as has been discussed 
in the Bureau of Professional Edu- 
cation. I am recommending that 
the chairmen of these two commit- 
tees so schedule their meetings 
during the year that the two bodies 
can have at least one day together, 
and that the chairman of the Ac- 
creditation Committee sit in on the 
fall meeting of the Committee on 
Hospitals, and that that chairman 
sit in on the spring meeting of the 
Committee on Accreditation. 

The Committee on Student Loan 
Fund continues a heroic job of 
granting loans to as many of our 
students as possible. This Com- 
mittee is having increased respon- 
sibility as well as more funds every 
year, and its ‘work will become 
even more important as it has to 
integrate its program with other 
loan programs being developed by 
the government. 

The Bureau of Research, under 
the chairmanship of Otterbein 
Dressler, D.O., continues to direct 
its efforts and its funds to stimulat- 
ing specific research that will help 
us to explain on a scientific basis 
the many things we know from 
clinical experience. 

The Bureau of Organizational 
Affairs, under Chairman Wallace 
M. Pearson and Vice-Chairman 
Loren R. Rohr, covers an important 


‘ phase of professional activities. 


Under this Bureau are the Commit- 
tees on Distinguished Service Cer- 
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tificates, Ethics, Membership, Vet- 
erans Affairs, Constitution and 
By-Laws, and A.O.A. Publications. 

The Bureau of Conventions is 
headed by True B. Eveleth, D.O. 
Under this Bureau is the Commit- 
tee on Program, which gave us a 
very successful convention program 
in Miami Beach last January, and, 
I am sure, will give us another 
excellent one in January 1962; the 
Committee on A. T. Still Memorial 
Lecture, which continues to make 
a fine choice each year of the 
memorial lecturer; and the Com- 
mittee on Convention Scientific 
Exhibit, under the chairmanship of 
Wilbur V. Cole, D.O., who should 
be commended on the fine exhibits 
displayed each year as evidence of 
the outstanding scientific work be- 
ing done in osteopathic colleges 
and by other organizations and 
individuals. 

I recommend careful reading of 
the following reports, and study of 
their recommendations. 


Recommendation e That the Com- 
mittee on Hospitals and the Com- 
mittee on Accreditation of Post- 
graduate Training study the 


advisability of placing the respon- 
sibility of evaluation of all post- 
graduate training in one committee. 
(No action) 


Clyde C. Henry, D.O. 


Chairman 


Bureau of 
Professional Education 


> The Bureau of Professional Ed- 
ucation held its annual meeting in 
Chicago, May 19-21. In attendance 
were Drs. Clyde C. Henry, chair- 
man, William Baldwin, Jr., Robert 
D. McCullough, and Thomas J. 
Meyers, Harry A. Lichty, secretary 
of the Committee on Accreditation 
of Postgraduate Training, and Mr. 
Lawrence W. Mills, Bureau secre- 
tary. Drs. Ira C. Rumney, chairman 
of the Department of Professional 
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Affairs, Roy J. Harvey, A.O.A. 
President, and Charles L. Naylor, 
A.O.A. President-Elect, attended as 
consultants, 

In the opinion of all attendants 
much was accomplished. Policies 
were formulated that can have 
much to do with the future of the 
osteopathic profession. Formal ses- 
sions and informal discussions re- 
sulted in practical recommendations 
and suggestions which, if approved 
by the Board of Trustees and car- 
ried out by the colleges, hospitals, 
and specialty groups, will strongly 
re-emphasize the reasons for this 
profession's existence as a separate 
and distinct profession in the heal- 
ing arts, and for its remaining so. 

The annual reports of the com- 
mittees on colleges, hospitals, and 
accreditation of postgraduate train- 
ing evidence the voluminous work 
done by these committees. All 
of their recommendations were 
carefully considered. Many were 
amended, changed, and in some 
cases not concurred in by the Bu- 
reau. Action of the Bureau in each 
instance is noted in the reports. 

At the July meeting, the Advisory 
Board of Osteopathic Specialsts 
reports only on candidates who 
lave been approved for certifica- 
tion. Its annual report will be pre- 
sented to the Board of Trustees in 
January. It is quite likely that the 
Bureau of Professional Education 
will find it necessary from now on 
to hold two meetings a year. In 
this event, the Bureau will have 
opportunity to study the report of 
the Advisory Board prior to the 
next annual meeting of the Board 
of Trustees. 

In three special orders of busi- 
ness, the Bureau met with the sec- 
retary of the Evaluating Committee 
of the American College of Osteo- 
pathic Internists, the secretary of 
the Evaluating Committee of the 
American Osteopathic College of 
Proctology, and the chairman of 
the Committee on Standard No- 
menclature. Recommendations re- 
sulting from these special meetings 
follow. 

Study was given to whether or 
not policy statements in the A.O.A. 
Administrative Guide regarding the 
old Bureau of Professional Educa- 
tion and Colleges should be in- 
cluded in the manuals of procedure 


of the present Bureau, and in the 
manual for the Committee on Col- 
leges. These policy statements will 
be found in the report of the Com- 
mittee on Colleges. 

Much time was spent in the dis- 
cussion of such items as the over- 
lapping of training programs for 
fourth-year clerks and interns, the 
possibility of increasing the number 
of well-qualified osteopathic grad- 
uates by establishing 2-year osteo- 
pathic clinical colleges, ways and 
means of re-establishing and _re- 
emphasizing the teaching of the 
osteopathic philosophy and manip- 
ulative technic not only in osteo- 
pathic colleges, but also in teaching 
hospitals and in the training pro- 
grams leading toward certification 
in the various specialties. A number 
of important recommendations re- 
sulted from these discussions. The 
Bureau also acted on a number of 
individual cases. These actions have 
been taken care of by letters from 
the secretary of the Bureau to the 
individual physicians or groups 
concerned. 

The Bureau is strongly convinced 
that the osteopathic profession can 
have a great future as an inde- 
pendent and distinct school of med- 
icine. 


Recommendations e The Bureau 
of Professional Education recom- 
mends to the Board of Trustees of 
the American Osteopathic Associa- 
tion: 

1. That each approved osteo- 
pathic college hold a required fac- 
ulty seminar before the coming 
school year concerning the imme- 
diate improvement of the teaching 
of osteopathic theory and practice, 
and report to the Bureau in detail 
the present programs and the pro- 
posed, immediate efforts to improve 
the efficiency of these programs. 
(Approved ) 

2. That each approved osteo- 
pathic college continue to seek to 
acquire additional full-time faculty 
personnel in the departments of 
osteopathic practice and_ theory. 
(Approved as amended) 

3. That the Academy of Applied 
Osteopathy, in cooperation with 
the American Association of Osteo- 
pathic Colleges and the Bureau of 
Professional Education and its vari- 
ous agencies, immediately develop 


= ° 


a program of postdoctoral training 
in the field of osteopathic theory 
and practice, and report back in 
detail to the next meeting of the 
Bureau of Professional Education. 
(Approved ) 

4. That the Academy of Applied 
Osteopathy study the possibility of 
its conversion into a specialty 
college and the development of 
a specialty board for a certifi- 
cation program in the field of os- 


teopathic theory and practice in 


contradistinction to physical med- 
icine and rehabilitation. (Approved 
as amended) 

5. That the secretaries of the 
evaluating committees of the spe- 
cialty colleges be instructed to give 
evidence that all training programs 
shall include the osteopathic con- 
cept of disease as an integral com- 
ponent part of the program; further, 
that the specialty boards be in- 
structed to examine candidates in 
this aspect of the management of 
disease, and that the above shall 
be implemented by on-the-spot in- 
spection of these training programs 
by individuals qualified to make 
such inspection. (Approved ) 

6. That each recognized specialty 
college be requested to prepare in 
detailed outline an ideal under- 
graduate training schedule in its 
particular specialty, including the 
personnel needed, the time on the 
curriculum, the methods of clinical 
teaching, minimum clinical needs, 
library requirements, methods of 
integrating the subjects with other 
topics in the curriculum, a general 
pattern of research areas, and 
means of demonstrating the osteo- 
pathic principles therein. These 
outlines are to be presented to this 
Bureau prior to its meeting in 1962. 
( Disapproved ) 

7. That the approved osteopathic 
colleges continue to seek consulta- 
tion and approval by regional edu- 
cational associations, and that the 
policy and procedures concerning 
college evaluations by agencies out- 
side the osteopathic profession, as 
adopted by the A.O.A. Board of 
Trustees, July 1950, be followed. 
This policy and procedure is as 
follows: 

“It shall be the privilege of the 
osteopathic college recognized and 
approved by the A.O.A. to permit 
inspection or visitation by federal, 
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Delegate from California—Dr. Walter V. 
Goodfellow, Santa Barbara, an osteopathic 
physician for 56 years and an authoritative 
spokesman for osteopathic principle and 
practice, was an articulate member of the 
California delegation. 


state, or public agencies or other 
interested groups, provided that 
such agency or group files a formal 
statement with the A.O.A. and with 
the college, clearly stating the 
purpose of its request to make an 
investigation, the scope of the 
investigation, the members of the 
investigating committee, and their 
qualifications. 

“In such a case, the American 
Osteopathic Association and the 
college shall be given ample op- 
portunity to participate in any dis- 
cussions relative to the planning 
of such inspection. No decision to 
permit such inspection shall be 
given by an osteopathic college 
recognized by and approved by the 
A.O.A. without concurrence in this 
decision by the A.O.A. 

“This rule should not be con- 
strued to prevent representatives of 
preprofessional colleges, acting in 
the role of faculty members, from 
visiting osteopathic institutions 
upon the invitation of such institu- 
tion.” (Approved ) 

8. That survey teams of any 
regional educational association 
shall include, for the survey of 
clinical phases of the educational 
program, only those educators and 
physicians who hold the degree of 
Doctor of Osteopathy. (Approved ) 

9. That the off-campus clerkship 


program of the Kirksville College 
of Osteopathy and Surgery at the 
State Mental Hospital No. 1 at Ful- 
ton, Missouri, be approved. (Ap- 
proved ) 

10. That the Committee on Col- 
leges conduct an inspection or visi- 
tation of each osteopathic college 
during 1961-1962. (Approved) 

11. That the Board of Trustees 
reaffirm its policy that no approval 
shall be given to internships con- 
ducted in institutions not approved 
by the A.O.A. (Approved as 
amended ) 

12. That it be required that a 
qualified representative of the eval- 
uating committee of each specialty 
college shall be present at the an- 
nual meeting of the Committee on 
Accreditation for Postgraduate 
Training during the discussion of 
the agenda item relating to the 
specialty college concerned. (Ap- 
proved as amended ) 

13. That postdoctoral programs 
sponsored or cosponsored by agen- 
cies outside the osteopathic profes- 
sion shall be approved only on 
an individual basis and not prior 
to presentation. (Approved as 
amended ) 

14. That no training by an ex- 
tension type of supervision that is 
to be continued under a plan by 
which the trainee rates himself and 
reports by mail to the training com- 
mittee be approved. (Approved ) 

15. That it be reaffirmed that 
practice, whether in a specialty or 
in general practice not under the 
supervision of a trained, certified 
teacher, shall not be approved as 
specialty training, except as pro- 
vided for under the standard pro- 
visions of the Advisory Board. (Ap- 
proved ) 

16. That all part-time programs 
leading toward certification be dis- 
continued. (This will not apply to 
programs now in process.) (Dis- 
approved ) 

17. That the Board of Trustees 
give consideration to the problems 
relating to the specialty certifica- 
tion of osteopathic physicians and 
surgeons of California. (This rec- 
ommendation was made by the 
chairman of the Advisory Board 
for Osteopathic Specialists.) (Ap- 
proved ) 

18. That the Board of Trustees 
direct the continuation of the com- 
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mittee on Standard Nomenclature. 
(Approved ) 

19. That the amendments to the 
By-Laws of the Auxiliary to the 
American Osteopathic Association 
be approved. (Reviewed and ap- 
proved by the general counsel of 
the American Osteopathic Associa- 
tion.) (Approved ) 

20. That the proposed by-law 
changes of the American Osteo- 
pathic Academy of Orthopedics be 
approved. (Reviewed and approved 
by the general counsel of the Ameri- 
can Osteopathic Association.) (Ap- 
proved ) 


Chairman 


Committee on Colleges 


> The Committee on Colleges 
held two meetings this year. As 
directed by the A.O.A. Board of 
Trustees in July 1960 a special 
meeting was held in Philadelphia 
September 23-24, 1960, at which 
time the Committee met with rep- 
resentatives from the Board of 
Trustees of the Philadelphia Col- 
lege of Osteopathy, from the Col- 
lege administration, and from the 
Pennsylvania Osteopathic Associa- 
tion. The purpose of this portion 
of the meeting was to receive a 
report from the committee of the 
Pennsylvania Osteopathic Associa- 
tion relating to matters concerning 
the Philadelphia College of Oste- 
opathy. Following a comprehensive 
study of that report, during and 
following the meeting of the Com- 
mittee on Colleges, a letter was di- 
rected to Dr. Frederic H. Barth on 
November 29, listing the areas 
which were of concern to the Com- 
mittee and which would be in- 
cluded in the evaluation of the 
College by a survey team, to be 
made February 13-15, 1961. 
There was considerable discus- 
sion also regarding the inspection 
of osteopathic colleges by regional 
associations. This matter must be 
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George W. Northup, D.O. 


acted upon by the Bureau of Pro- 
fessional Education, and a_ policy 
statement should be drawn up. The 
College of Osteopathic Physicians 
and Surgeons was inspected by the 
Western College Association De- 
cember 2-3, 1960, and provisional 
approval was granted. 

The second meeting of the Com- 
mittee was held in Los Angeles 
March 7-9, 1961. The Steering Com- 
mittee of the American Osteo- 
pathic Association desired mem- 
bers of the Committee to meet 
informally with members of the 
Board of Trustees of the College 
and to visit the College itself to 
assure the administrative staff and 
faculty that the Committee was 
extremely anxious to maintain the 
College as an osteopathic institu- 
tion. When the Los Angeles meeting 
was called, it was decided that the 
Committee would hold its annual 
meeting at the same time. 

Members of the Committee spent 
1 day at the College, 2 days in its 
annual meeting, and 1 day in an in- 
formal meeting with the executive 
committee of the Board of Trus- 
tees. 

The Committee decided to adopt 
the policy of holding its meetings 
in cities where osteopathic colleges 
are located, thus affording an op- 
portunity to spend at least 1 day in 
the college, and to meet with its 


New chairman—Dr. Dale Dodson, Northfield, 
Minnesota, takes the chair of the Committee 
on Colleges. He succeeds Dr. George W. 
Northup, 


now A.O.A. Editor. 


board of trustees. It was felt that 
these college boards are not thoro- 
oughly cognizant of the educational 
structure of the American Osteo- 
pathic Association, and of what 
each osteopathic college means to 
the profession. 

During the March meeting of the 
Committee, many educational areas 
were discussed. These included 
federal government support of edu- 
cation, correlation of clinical clerk- 
ships and internships, and a careful 
study of procedure for the Com- 
mittee, based on the Administra- 
tive Guide of the American Osteo- 
pathic Association in its reference 
to the old Bureau of Professional 
Education and Colleges. 

A study was also made of the 
present procedures being used in 
the evaluation of osteopathic col- 
leges. The long-survey form, which 
was revised in 1955, is being re- 
ferred to the Council of Osteopathic 
College Deans for their study. 
Other matters are also being re- 
ferred to the deans in an over-all 
endeavor to work more closely with 
the American Association of Osteo: 
pathic Colleges in the determina- 
tion of educational policies. 

In addition to the survey of PCO 
and the Committee’s visit to COPS, 
a survey was made of the Chicago 
College of Osteopathy and a spe- 
cial visit was made to the College 
of Osteopathic Medicine and Sur- 
gery, Des Moines. 

Through the Bureau of Profes- 
sional Education, the Committee 
makes the recommendations to the 
Board of Trustees that follow here: 


Recommendations (approved) ¢ 
1. That continued use be made of 
educational consultants in osteo- 
pathic college surveys. 

2. That when copies of a survey 
report are sent to the chief admin- 
istrative officer, copies also be sup- 
plied for distribution to the col- 
lege’s board of trustees. 

3. That a seminar be established 
to plan for a systematic program of 
study in osteopathic theory and 
practice at the postdoctoral level. 
This seminar shall consist of deans, 
one or two other representatives 
from each college, and appropriate 
representatives of the American 
Osteopathic Association. The semi- 
rar, in a continuing series of meet- 
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ings, shall have as its objective the 
preparation of a comprehensive 
program of full-time study, at the 
postdoctoral level, of osteopathic 
theory and practice with the intent 
that candidates who successfully 
complete the program shall have 
achieved a level of competence 
comparable to the profession's cer- 
tification standards. 

The seminar shall have, at least 
at the beginning, the idea that can- 
didates may receive portions. of 
their education in the several oste- 
opathic colleges where each is best 
prepared to serve, and in other 
accredited institutions of learning 
where relevant programs of ac- 
ceptable quality are available. This 
seminar can be financed by that 
part of the budget of the Commit- 
tee on Colleges which formerly was 
used for the Seminar on Teaching 
Osteopathic Principles and Tech- 
nics. (Explanation: This recom- 
mendation was made by the Com- 
mittee of Deans, at its first meeting 
in Colorado Springs, December 
1960, to the Committee on Colleges, 
and was approved by the Commit- 
tee. ) 

4. That a seminar for the study 
of the entire osteopathic curricu- 
lum be established, to consist of 
deans, college faculty members, 
consultants, and others. This semi- 
nar shall meet not less than once 
each year at the colleges, in suc- 
cession. This seminar shall be fi- 
nanced by an annual budget of 
$7,500 for each meeting, plus pro- 
vision for secretarial, printing, and 
other expenses. (This recommenda- 
tion was made to the Committee on 
Colleges by the Council of Deans 
and was approved by the Commit- 
tee on Colleges. ) 

5. That designated items in the 
Administrative Guide pertaining to 
the old Bureau of Professional Edu- 
cation and Colleges be added to 
the Manual of the Committee on 
Colleges. 


Voice from North Dakota—Dr. Georgianna 
Pfeiffer, Fargo, who first came to the House 
of Delegates in 1933, was A.O.A. Third Vice 
President in 1941-42, and has been secretary 
of her state society since 1934. 
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Robert D. McCullough, D.O. 
Chairman 


Committee on Hospitals 


> At the spring meeting of the 
Committee on Hospitals, consider- 
able time was devoted to discussion 
of the new inspection program and 
arrangements for the pilot study 
now being undertaken to evaluate 
more thoroughly the quality of resi- 
dency programs. For the study, 37 
hospitals were listed, 23 to be in- 
spected, 14 not to be inspected 
this year. 

Seven teams, ranging from two 
to five members, were selected and 
instructed to conduct inspections 
between July 15 and September 1. 
A more detailed report of the pilot 
study will be available following 
the fall meeting of the Committee. 
At this time, it has no recommenda- 
tions to make regarding this new 
inspection program pilot study. 

For several years these two items 
have appeared in “Requirements 
for the Training of Interns and/or 
Residents (page 19, items D-1 and 
D-2, 13th ed.): 

1. “Applicants for resident train- 


ing must be graduate osteopathic 
physicians having served a mini- 
mum of 1 year’s internship or its 
equivalent if graduated in 1942 or 
prior thereto. 

2. “To be eligible for approved 
residency training all physicians 
graduated after December 31, 1948, 
must have served an internship of 
at least 12 months in an osteopathic 
hospital approved for internship by 
the American Osteopathic Associa- 
tion.” 

It was once again brought to the 
attention of the Committee that a 
period of 6 years is not included in 
the above items (1942-1948) and 
suggests that action be taken to 
correct this matter. 


A William Baldwin, Jr., D.O. 
Chairman 


Committee on Accreditation 
of Postgraduate training 


> The Committee on Accredita- 
tion of Postgraduate Training held 
its annual meeting in Central Office, 
April 7-9. In attendance were Drs. 
William Baldwin, Jr., chairman, 
Howard C. Baldwin, Daniel W. 
McKinley, Harry A. Barquist, Ar- 
thur A. Martin, Harry A. Lichty, 
secretary, and Mr. Lawrence W. 
Mills. Dr. Ira C. Rumney, chairman 
of the Department of Professional 
Affairs, met with the Committee 
on April 7 and 8 and contributed 
much to the work of the Commit- 
tee. Also, the Committee was hon- 
ored by the attendance of A.O.A. 
President Roy J. Harvey and A.O.A. 
President-Elect Charles L. Naylor. 
Executive Director True B. Eveleth 
welcomed Committee members to 
Central Office. 

In preparing for the annual meet- 
ing of the Committee, every effort 


was made to encourage secretaries 


of the specialty college evaluating 
committees to attend the first day 
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Trustee and delegate—Dr. Lydia T. Jordan, Davenport, lowa, left, and her sister Dr. Augusta 
T. Tueckes, Los Angeles, during the July meetings in Chicago. Dr. Jordan attended as a 
member of the Board of Trustees and Dr. Tueckes as a delegate from California. 


of the meeting and personally to 
present training programs and 
problems which may have arisen. 
Representatives of the colleges of 
dermatology, internal medicine, ob- 
stetrics and gynecology, ophthal- 
mology and _ otorhinolarnygology, 
pediatrics, proctology, radiology, 
and surgery met with the Commit- 
tee. The colleges of anesthesiology, 
neuropsychiatry, and physical med- 
icine and rehabilitation were not 
represented. 

All osteopathic colleges sub- 
mitted either fellowship or post- 
graduate courses for evaluation and 
approval. Unfortunately, it was 
necessary to return two fellowship 
programs to the evaluating com- 
mittees for clarification. In one case 
the postgraduate courses which 
were submitted did not follow the 
format approved by the Board of 
Trustees in July 1959. They were 
returned with the suggestion that 
all courses submitted be more fully 
described according to the format, 
and be submitted to the individual 
members of the Committee on Ac- 
creditation for mail vote. 

Reports were received from six 
of the twelve certifying boards re- 
garding weaknesses and strengths 
of training programs as determined 
by results of examination of indi- 
vidual applicants. The Committee 
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was of the opinion, after studying 
these reports, that they were incon- 
clusive and did not at this time 
reveal any direct or definite superi- 
ority of either the preceptor or 
residency method of training. 

The Committee voted to incor- 
porate the following July 1960 ac- 
tion of the Board of Trustees into 
the Handbook: 

1. That all part-time preceptor- 
ships be discontinued. (It is un- 
derstood that the approval of this 
recommendation would jeopardize 
part-time preceptorships which 
were approved by the Committee 
on Accreditation of Postgraduate 
Training in 1960.) 

2. That full-time preceptees shall 
not be permitted to participate in 
private work and/or professional 
or clinical practice for which they 
collect personal compensation. 

3. That hospitals shall not be 
permitted simultaneously to con- 
duct residencies and preceptorship 
programs in the same specialty. 

4. That, as of July 1, 1965, pre- 
ceptorships shall be discontinued 
in general surgery, obstetrics and 
gynecology, internal medicine, or- 
thopedic surgery, anesthesiology, 
and radiology. (Action of House of 
Delegates, July 1960.) 

5. That a physician applying for 
approval as a preceptor must be 


certified in his specialty, except 
that if a specialty college wishes 
approval of a noncertified precep- 
tor, it shall apply to the Committee 
on Accreditation of Postgraduate 
Training for such approval. The 
Committee on Accreditation of 
Postgraduate Training may approve 
or disapprove. 

6. That the Bureau of Profes- 
sional Education activate on-site 
inspection of preceptorships, to be 
effective as soon as possible. 

The Committee also discussed 
the advisability of including in the 
Handbook a requirement that train- 
ers and trainees be members of the 
American Osteopathic Association 
and their divisional societies. These 
requirements are already covered 
by the specialty colleges. 

The Committee considered the 
suggestion of the Executive Com- 
mittee of the A.O.A. that the Amer- 
ican Osteopathic Hospital Associa- 
tion appoint a consultant to meet 
with the Committee. A motion to 
this effect was defeated. However, 
the following substitute motion was 
passed: “That the American Osteo- 
pathic Hospital Association may 
have a representative to attend any 
special agenda item that may relate 
to the association, as developed 
either by the Committee on Ac- 
creditation or the Association.” 


Recommendations e 1. That the 
Bureau of Professional Education 
explore the possibility that all post- 
graduate evaluation, including resi- 
dencies and internships, should be 
carried out through the Committee 
on Accreditation of Postgraduate 
Training with the assistance of the 
evaluating committees of the spe- 
cialty colleges, and reported back 
at the next meeting. (Approved) 

2. That it be a policy item that 
that portion of the first year of a 
preceptor-preceptee training pro- 
gram that would deal with hospital 
training should be in a hospital that 
is registered or approved by the 
A.O.A. (Approved) 

3. That upon approval of a resi- 
dency program in an institution 
where there is a preceptorship pro- 
gram in operation, the preceptor- 
ship must be terminated upon the 
filling of the said residency pro- 
gram, or in 6 months, whichever 
is first. (Explanatory note: The 
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trainee can convert to a residency, 
it being the intent of conversion 
and/or filling as is opportune. ) 

4. That the Committee on Ac- 
creditation of Postgraduate Train- 
ing transmit to the Bureau of Pro- 
fessional Education, as an agenda 
item, the attempt to resolve the 
existing conflict between obstetri- 
cal-gynecological surgical residen- 
cies and preceptorships and surgical 
residencies and preceptorships. 
(Approved ) 

5. That the secretary of the 
evaluating committee may issue a 
certificate to the trainee at the ter- 
mination of an approved preceptor- 
ship training program signed by 
the preceptor, the secretary of the 
evaluating committee of the regis- 
ter of training programs of the spe- 
cialty college, and the Executive 
Director of the American Osteo- 
pathic Association on a standard 
form supplied by the American Os- 
teopathic Association. (Approved 
as amended) 


Robert N. Evans, D.O. 
Chairman 


Student Loan Fund 
Committee 


> The customary quarterly meet- 
ings of the Committee have been 
held during the year and again we 
report increased activity in the loan 
program, as shown by the combined 
totals for the two funds. From the 


A.O.A. Loan Fund we issued 39 
loans (27 new and 12 second loans) 
in the sum of $28,575, and from the 
Foundation Fund, 106 loans in a 
total amount of $96,730. The com- 
bined total shows 145 loans in an 
amount of $125,305, an increase 
over last year of 6.6 per cent in 
number of loans issued and 39 per 
cent in amount loaned. During the 
fiscal year just ended, 54 completed 
repayment of their loans. 

The following tabulation of loans 
issued in recent years from both 
loan funds will be of interest. Since 
1959, these figures reflect the rise 
in the maximum amount of a loan 
from $500 to $750, approved by the 
Board of Trustees in July 1959. 

Since the loan program was set 
up 30 years ago, 925 students have 
been given financial assistance to 
the extent of $698,428. 

We have a total of 467 loan 
accounts on our books, on about 
145 of which loanees continue the 
option of carrying insurance col- 
lateral. As these loans are repaid, 
this number will gradually de- 
crease. On all new loans, a small 
service fee is charged in lieu of 
insurance, the money being held in 
a reserve fund as a protection in 
case of the death of a loanee. 

The Conamittee is appreciative of 
the continued cooperation of the 
loan fund committees in the osteo- 
pathic colleges, who interview and 
evaluate applicants, and of all 
others who assist in any way in the 
administration and furtherance of 
the loan program. 

The only recommendation of the 
Committee is appended to the re- 
port of the National Osteopathic 
Foundation Student Loan Fund 
Committee. 


STUDENT LOAN FUND ACTIVITY 1952-1961 


Year Total loans issued Individuals aided* Amount loaned 
1952-53 87 7 $ 50,225 
1953-54 86 70 51,025 
1954-55 93 65 51,705 
1955-56 93 73 55,550 
1956-57 92 73 54,960 
1957-58 93 72 54,900 
1958-59 119 91 66,050 
1959-60 136 87 89,975 
1960-61 145 88 125,305 


*Some received two loans. 
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= Otterbein Dressler, D.O. 
Acting Chairman 


Bureau of Research 


> The Bureau held its annual 
meeting April 21-23 at the Kirks- 
ville College of Osteopathy and 
Surgery. The primary purpose of 
the meeting was to review the 
progress of investigators who had 
received A.O.A. support during the 
current year, and to consider appli- 
cations for new or continued sup- 
port. 

The meeting was characterized 
by appropriately critical discussions 
of the applications under considera- 
tion, and by a more general but 
equally candid discussion of the 
objectives, scope, and limitations 
of research under osteopathic aus- 
pices. Particular emphasis was 
placed on the necessity for estab- 
lishing a priority system in the 
Bureau's grant program so that the 
most pressing needs of research in 
the profession can be met, and so 
that the Bureau’s support will not 
parallel or compete with the in- 
creasing funds being made avail- 
able by the National Institutes of 
Health and other agencies. 

From these discussions a new 
emphasis in Bureau activity was 
agreed upon, and specific sugges- 
tions were made by which research 
in osteopathy can move toward its 
full potential. | 

The request from the Chicago 
College for laboratory development 
under Dr. Kistner was removed 
from consideration because it was 
learned that the Foundation for 
Research of the New York Acad- 
emy of Osteopathy will support the 
program. Likewise, the request 
from Dr. Kelso, also of the Chicago 
College, was reduced by half since 
the Foundation for Research has 
agreed to supply one-half the cost. 

All grants are automatically re- 
duced by any amounts received 
from outside sources, and any funds 
left unexpended at the end of the 
grant year are returned to the re- 


‘search fund for reallocation. 


During the meeting in Kirksville, 
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From the President's family—Mrs. Charles L. Naylor, and daughter Joann, in Chicago 


during annual meetings to see Dr. Naylor installed as A.O.A. President for 1961-62. 


the objectives and accomplishments 
of the Bureau were reviewed. Fol- 
lowing a detailed presentation of 
the grant support programs of the 
National Institutes of Health, the 
Bureau agreed that it would be 
fruitless to attempt to parallel the 
federal program or to attempt to 
achieve all of its objectives con- 
currently. It would seem more rea- 
sonable and effective for the Bureau 
to choose priorities—first objectives 
and sub-objectives—for long-term 
activity. 

In the past, the Bureau has been 
chiefly concerned with individual 
projects and project grants. This 
emphasis seemed no longer appro- 
priate since other agencies, particu- 
larly NIH, are concentrating their 
support in this area. It was stated 
that any person who is qualified to 
do competent research and who 


submits a carefully designed pro- 
posal which asks new questions or 
old questions in a new way, should 
have little difficulty receiving NIH 
support. The government is par- 
ticularly anxious to support new 
projects, in even the most esoteric 
areas, and in no way discriminates 
against proposals submitted from 
osteopathic institutions. 

Given these realities, the Bureau 
agreed that perhaps the most criti- 
cal area in osteopathic research, 
and the one which should receive 
increased attention, is the shortage 
of adequately trained research per- 
sonnel. If researchers can be re- 
cruited and supported during their 
training, they could be expected 
to advance to a point where they 
could seek, and expect to receive, 
governmental or other support for 
their projects. 


In addition to gradually increas- 
ing the numbers of men engaged 
in research, this program could 
serve to raise the quality of research 
activity. The understanding that an 
individual must prepare himself to 
qualify for governmental support 
would serve as an impetus, the 
Bureau felt, for work of the highest 
quality possible. 

The Bureau does not mean to 
imply that it will no longer con- 
sider applications for individual 
project support, but that recruit- 
ment and encouragement of inves- 
tigators and the retention of them 
in their present positions will have 
the highest priority. 

The Bureau began to implement 
this program during the ‘meeting by 
disapproving those grants which it 
felt could receive NIH support and 
by suggesting that several investi- 
gators consider undertaking post- 
graduate study, so that both the 
scope and quality of their work 
could merit governmental support. 

The program was indirectly im- 
plemented by the continuing sup- 
port which the Bureau gave to the 
student research training programs 
in the Chicago College. The Bu- 
reau recognizes that students who 
express interest in research repre- 
sent the most readily available pool 
of future research workers. It in- 
tends actively to support and en- 
courage such college programs. 

The annual Research Conference, 
held in Chicago March 4-5, pro- 
duced many excellent reports. The 
growing interest and participation 


APPLICATIONS FOR RESEARCH GRANTS APPROVED FOR 1961-62 


Institution Investigator Grant Project 
Kansas City College of W. V. Cole, D.O. $ 3,000 Effect of electrical stimulation on the motor unit 
Osteopathy and Surgery J. E. Mielcarek, D.O. 3,120 Nucleic acid content in nerve cell differentiation 
Dr. Cole and Dr. Mielcarek 9,375 Neurotoxicity of certain antibiotics of nerve tissue (as 
demonstrated by gold chloride and fluorescence micros- 
copy ) 
Kirksville College of Division of Physiological 33,500 Continued studies in somatic-autonomic interchange and 
Osteopathy and Surgery Sciences (Korr) related phenomena 
J. S. Denslow, D.O. 5,200 Functional characteristics of normal and abnormal body 
mechanics 
Price E. Thomas, D.O. 11,700 Influence of myofascial and connective tissue irritation 
on the function, morphology, and cytochemistry of nerv- 
ous tissue 
Harry M. Wright 4,750 Regional and segmental patterns of cutaneous vasomotor 
activity 
Chicago College of A. F. Kelso, Ph.D. 5,750 Support of a student research training program 


Osteopathy 
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ot osteopathic students in these 
conferences were noted as a posi- 
tive indication of future potential 
of research within the profession. 

Leonard Heffel of the Central 
Office Staff was appointed secre- 
tary to the Bureau. The Bureau 
commended Miss Marie Bierbaum 
for her past services as secretary. 


Wesley B. Larsen, D.O. 
Chairman 


Committee on Ethics 


> Members of the Committee on 
Ethics are Drs. Wesley B. Larsen, 
chairman, J. Edward Sommers, W. 
S. Horn, John W. Hayes, and Isa- 
dore Siegel. 

This Committee handles, largely 
by correspondence, ethical matters 
referred to it by the A.O.A. Execu- 
tive Director. Its general policy is 
to work with the divisional society 
committee on ethics in the state in 
which the member under question 
lives. In the opinion of this Com- 
mittee, these divisional society 
committees are doing an excellent 
job. When the doctor involved is 
not a member of his divisional soci- 
ety, this Committee corresponds 
with him directly. 

The Committee has reviewed the 
disciplinary action taken by the 
Missouri Association of Osteopathic 
Physicians and Surgeons against 
three A.O.A. members and has rec- 
ommended to the Board of Trustees 
that it concur in the action of the 
divisional society. Board approval 
of the recommendation will deprive 
three D.O.’s of A.O.A. membership. 
The subject matter of the three 
cases was unethical advertising, and 
involves a local problem that has 
long been an unsatisfactory one. 
Unfortunately in such situations, 
concrete benefit to the public does 
not follow unless state licensing 
agencies are able to follow up ac- 
tion of a professional organization, 
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if voluntary compliance does not 
occur. 

In an effort to help the commit- 
tees on ethics of the divisional so- 
cieties, this Committee on October 
25, 1960, addressed to them a mem- 
orandum recommending that their 
societies adopt the following inter- 
pretive resolution (followed by the 
A.O.A. since July 1950): 

“An osteopathic physician who 
uses or advocates the use of diag- 
nostic and/or therapeutic modali- 
ties, the validity of which has been 
disproven through reliable investi- 
gation, violates the Code of Ethics 
of the A.O.A. as expressed in Chap- 
ter II, Article I, Section 1, and in 
Section 6, paragraph (d), subhead 
9, of the Code of Ethics of the 
American Osteopathic Association. 
In its efforts to judge the ethical 
implication in the use of diagnostic 
and therapeutic modalities, the 
Committee on Ethics shall be 
guided by the official opinion of 
recognized evaluating agencies.” 

It is believed that use of this 
resolution will help the divisional 
society committees in administra- 
tion of problems of this character. 

The Committee has submitted al- 
ternative revisions of Chapter I, 
Article I, Section 6, of the Code of 
Ethics relating to such acts as 
official announcements, advertising, 
television or broadcasting, inviting 
the attention of persons afflicted 
with particular diseases, use of spe- 
cialty designations, and related 


matters covered by this section. The 
Committee believes that this sec- 
tion is one of the more important 
and vital ones in the Code and has, 
therefore, continued to direct its 
attention to it. The alternative 
amendments were printed in the 
May issue of THE JOURNAL, page 
767. The first amendment is in long 
form and is similar to the one that 
was submitted to the House of 
Delegates last year. The alternative 
amendment, which is in short form 
and sets forth only general prin- 
ciples applicable to the subject 
matter, reads as follows: 

“Sec. 6. (a) It is unethical for 
a physician or institution to com- 
mercialize or advertise their serv- 
ices or to be associated with a 
physician or institution which does. 
A physician or institution may make 
when needed dignified public state- 
ments, reports or announcements 
such as are usual and customary 
for physicians and institutions in 
their area, and which are approved 
by the divisional society. 

“(b) The A.O.A. and the divi- 
sional societies may and should 
make available to the public needed 
health, professional, and education- 
al information, and may in their 
discretion authorize the names of 
doctors or institutions or other in- 
formation to be used in connection 
therewith when necessary. The 
A.O.A. and divisional societies may 
delegate such responsibilities or 
duties if desired or necessary.” 


The Hayes brothers—Left, Dr. John W. Hayes, East Liverpool, Obio, A.O.A. trustee and 
delegate from Ohio, and Dr. William H. Hayes, Colorado Springs, a delegate from 
Colorado, during the annual meetings in Chicago. 
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John W. Hayes, D.O. 


Chairman 


Committee on Membership 


P ‘The fiscal year 1960-61 brought 
the largest membership in the his- 
tory of the American Osteopathic 
Association. Membership applica- 
tions were processed each month, 
and each month produced new 
members. 

During the year, the Committee 
on Membership has used every 
means at its disposal to increase 
total membership. Two letters to 
nonmembers were sent out over 
the signature of the chairman of 
the Committee, and one over the 
signature of the Executive Director 
of the A.O.A. One letter, over the 
signature of the chairman, received 
considerable comment, some favor- 
able and some unfavorable. It 
brought the California situation to 
the attention of nonmembers in an 
effort to prove to them the vital 
importance to each of us of having 
our membership at an_ all-time 
high. Several new members were 
enrolled because of the nonmem- 
ber letters, so these efforts were 
not in vain. Many individual let- 
ters were mailed to practicing 
D.O.’s who were entitled to a re- 
duced rate of dues and several 
were enrolled. It was the opinion 
of the Committee that every effort 
should be made to enroll as many 


D.O.’s as possible, whether they 
are retired, partially out of prac- 
tice, or in full-time practice. 

The figures in the tabulation be- 
low compare the 1960 and 1961 
membership standings. There has 
been an increase of 247 during the 
year, but there were fewer paid-in- 
full members on June 1, 1961, than 
there were the same date last year. 

In all probability several factors 
are responsible for the decrease in 
the number of paid-in-full mem- 
bers. The California situation enters 
into this, as does the assessment 
placed upon all members by action 
of the Board of Trustees. 

In its report of May 31, 1960, the 
Committee recommended that fur- 
ther study of dual membership be 
discontinued. This recommendation 
was adopted by the Board of Trus- 
tess and by the House of Delegates, 
but at this time the Committee 
respectfully requests consideration 
and approval of the amendment to 
the By-Laws of the A.O.A. which 
originated in this Committee and is 
now proposed by the Committee 
on Constitution and By-Laws. It is 
the feeling of the Committee that 
this is the opportune time to con- 
sider dual membership which, if 
passed, will undoubtedly solve some 
of our problems. 

The Committee originated an 
amendment which would improve 
the procedure of processing ap- 
plications for A.O.A. membership. 
This proposed amendment was re- 
vised by the Committee on Consti- 
tution and By-Laws and it is also 
respectively requested that due con- 
sideration be given to this proposed 
amendment. 


MEMBERSHIP FIGURES FOR FISCAL YEAR 1960-1961 


June 1, 1960 June 1, 1961 Increase 

Members 

Licensed 10,332 10,621 

Unlicensed 535 493 

Total 10,867 11,114 247 
Nonmembers 

In practice 2,619 2,535 

Out of practice 472 479 

Total 3,091 3,014 
Total D.O.’s 13,958 14,128 170 
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The Committee for the past year 
has consisted of three members 
and a chairman. Because of the ex- 
pense involved in calling two com- 
mittee meetings a year it is thought 
that a committee consisting of two 
members and a chairman could 
handle the membership affairs sat- 
isfactorily. 


Recommendation (approved) 
That in the future this committee 
be composed of three members, one 
of whom shall serve as chairman. 


True B. Eveleth, D.O. 


Chairman 


Bureau of Conventions 


> Our convention in Miami Beach 
in January was a greater success 
than anticipated. Since it was 
scheduled just 6 months after the 
previous convention, at a new time 
of the year in a resort area, and 
separated for the first time from 
the House of Delegates sessions, 
there were many predictions of 
poor attendance. However, there 
were 701 doctors who attended. 
The total registration was 1,373 
plus 125 members of the House of 
Delegates who did not register. 

We anticipate as many or more 
in Las Vegas next January. The 
facilities are excellent, the climate 
good, and Las Vegas is a most 
interesting place with many varied 
activities. 

Many objections are expressed 
regarding January as a convention 
time. Many feel that fall would be 
a better time. It is true that many 
conventions are held in the last 3 
months of the calendar year. 

For 1963 we have firm dates for 
September 25 through October 4 
in the Jung Hotel, New Orleans. 
If the Board feels that fall conven- 
tions should be established, then 
1963 would be the first opportunity 
to do so. We can go to Florida in 
the latter part of January 1963, 
and can work out some good ar- 


rangements with almost any of the 
hotels at that time. If we should 
meet the following September or 
October, it would be 8 months after 
the January meeting. Therefore, the 
time lapse between conventions 
would not be shortened severely. 
The September-October date 
would conflict with some of our 
divisional society and _ specialty 
schedules. This will be true when- 
ever we meet, except in July or 
August. Cooperation of these so- 
cieties would need to be sought. 
This could be a real problem. 


Recommendations (approved) e 
1. That the Clinical Assembly be 
held in Miami in January 1963, and 
in New Orleans in September or 
October 1963. 

2. That the following fee sched- 
ule be set for the January 1962 
Clinical Assembly in Las Vegas: 

For A.O.A. members and adult 
guests, $30.00; nonmembers who 
are eligible for membership, $75.00 
(membership fee) plus $30.00; 
nonmembers who are ineligible for 
membership, $25.00 (special con- 
vention fee) plus $30.00. These 


COUNCIL ON FEDERAL HEALTH PROGRAMS 


Dr. Shafer named OEP’s 
health services director 


P On September 1, 1961, Dr. 
James K. Shafer was reassigned to 
serve as director of health services 
of the Office of Civil and Defense 
Mobilization. The name has since 
been changed to the Office of 
Emergency Planning. He succeeded 
Dr. W. Palmer Dearing, who re- 
tired on August 31 to become the 
first executive director of the Group 
Health Association of America. 

Dr. Shafer assists the OEP direc- 
tor in the development of policies 
for allocating and utilizing health 
resources, in supplying professional 
guidance to federal agencies in 
health mobilization planning, and 
in maintaining liaison with the 
Nation’s health professions and in- 
stitutions. He also serves as U.S. 
member of the NATO Medical 
Committee. 

Dr. Shafer is a Regular Corps 
officer and has served with the 
Public Health Service since his 
graduation in 1938 from the Uni- 
versity of Nebraska Medical School. 
He received the master’s degree in 
public health from Johns Hopkins 
University in 1943. He has served 
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in a number of clinical and public 
health assignments. In 1953 he be- 
came chief of the Venereal Disease 
Control Division, then successively 
served as assistant chief of person- 
nel in the Surgeon General's office, 
and chief of public health field 
activities in the Division of Indian 
Health. He has been chief of the 
Division of Community Health 
Practice since 1957. 


A.O.A. comments on Health 
Insurance Benefits Act 


> Dr. Carl E. Morrison, chairman 
of the Council on Federal Health 
Programs, appeared before the 
House Ways and Means Committee 
on August 4, to make the following 
statement for the American Osteo- 
pathic Association on the Health 
Insurance Benefits Act of 1961: 
The American Osteopathic Asso- 
ciation appreciates this opportunity 
for comment on H.R. 4222. The 
Association is a nonprofit, tax-ex- 
empt federation of divisional socie- 
ties of osteopathic physicians and 
surgeons. Its objects, as set forth 
in its Constitution, are to promote 
the public health, encourage sci- 


fees include tickets for the Presi- 
dent’s luncheon, Andrew Taylor 
Still Memorial luncheon, the A.O.A. 
cordiality hour, and an alumni 
luncheon. 

For delegates of the Auxiliary to 
the A.O.A. whose husbands are not 
in attendance, $10.00. This includes 
a ticket for the women’s tea. 

No fees will be charged students, 
interns, residents, their wives, and 
guests under 18 years of age. Tick- 
ets may be purchased for social 
events. Children’s activity tickets 
will be $5.00. 


James K. Shafer, M.D. 


entific research, and maintain and 
improve high standards of medical 
education in osteopathic colleges. 
Its policies are determined by an 
elective House of Delegates chosen 
by the respective divisional socie- 
ties. 

On July 10, 1961, the House of 
Delegates resolved as follows: ° 
Wuereas, the American Osteopath- 
ic Association, recognizing that in- 
creased cost of medical care creates 
a grave socio-economic problem in 
certain groups, and 
Wuereas, preventive medicine has 
brought about an increase in our 
aging population, and 
Wuereas, a significant number of 
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these persons have insufficient in- 
come to meet the increasing cost of 
medical care, 

THEREFORE BE IT RESOLVED, that the 
American Osteopathic Association, 
recognizing the need for suitable 
health plans, offer its assistance 
and cooperation to all agencies con- 
cerned with providing adequate 
health care to our citizens and 
urge immediate steps be taken to 
alleviate these growing problems. 

Implicit in the above resolution 
is the continuing desire of the oste- 
opathic profession to work with 
private organizations and govern- 
ment agencies for the advancement 
of the health care and welfare of 
the aged. The American Osteo- 
pathic Association established an 
Academy of Geriatrics for research 
on aging, and a National Commit- 
tee on Health Care for the Aging 
to stimulate and coordinate corres- 
ponding committees at state and 
local levels. 

The osteopathic schools of med- 
icine, in common with the other 
medical schools, are participating 
in the research and training pro- 
grams of the National Institutes of 
Health in such fields as cancer, car- 
diovascular diseases, arthritis and 
metabolic diseases, neurological dis- 
eases, and mental health, which 
may be said to bear a primary re- 
lation to aging. Lectures and clin- 
ical courses are given in the care 
of the aged, under the subject of 
gerontology and kindred subjects 
throughout the curricula in our col- 
leges. 

H.R. 4222 would establish within 
the social security system a pro- 
gram of hospital, nursing home, di- 
agnostic clinic, and home care 
services for persons aged 65 or 
over, 

The osteopathic profession and 
institutions, as providers of health 
services in all the states, are mani- 
festly interested in such a program. 
The osteopathic profession provides 
or staffs general medical and sur- 
gical care hospitals and _ related 
health facilities. 

Included in the services for which 
payment would be authorized under 
the program would be inpatient 
hospital services rendered in par- 
ticipating hospitals. Inpatient hos- 
pital services would not include the 
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Delegate from Colorado—Dr. C. Robert 
Starks, Jr., Denver, a freshman member of 
the 1961 House of Delegates. 


cost of a physician’s services except 
for the services of hospital interns 
and residents-in-training in ap- 
proved hospitals, and except for 
the costs of services rendered by 
physicians in four specialty fields 
—anesthesiology, radiology, pathol- 
ogy, and physical medicine—where 
the physician furnishes his services 
to an inpatient as an employee of 
the hospital or where he furnishes 
them under an arrangement with 
the hospital which governs the pro- 
visions of the services. 


Address communications to the 
A.O.A. Council on 
Federal Health Programs 
1757 K Street, N.W. 
Washington, D.C. 


With regard to identifying pro- 
viders meeting conditions of par- 
ticipation, the statement of the 
Secretary of Health, Education, and 
Welfare to this Committee on July 
24, 1961, on the pending bill reads 


in part as follows: 


Conditions of participation by hospitals 
and home health agencies can readily 
be met by institutions that fulfill the 
standards established by accreditation 
bodies. No special administrative prob- 
lems are anticipated, therefore, in obtain- 
ing agreements by providers of service 
who are both accredited and licensed. 
The Secretary would have authority to 
find that accreditation by a recognized 
national accreditation body provides rea- 
sonable assurance that some or all of the 
conditions for participation in the pro- 
gram are met, and accreditation could 


accordingly be accepted as evidence of 
such qualification. 


Minimum standards of organi- 
zation and practice for hospitals 
staffed by osteopathic physicians 
and surgeons were first established, 
and inspection and approval pro- 
cedures adopted, by the American 
College of Osteopathic Surgeons 
about 1928. In 1935, the Bureau of 
Hospitals of the American Osteo- 
pathic Association assumed joint re- 
sponsibility with the American Col- 
lege of Osteopathic Surgeons. Since 
1949 the American Osteopathic As- 
sociation has had full responsibility, 
which it now exercises through a 
Committee on Hospitals. 

The Committee on Hospitals of 
the American Osteopathic Associa- 
tion is composed of four repre- 
sentatives of the osteopathic profes- 
sion at large and a representative 
from each of the specialty colleges 
of surgery, radiology, internal med- 
icine, and obstetrics and gynecol- 
ogy. They are thoroughly familiar 
with all phases of hospital admin- 
istration and are charged with the 
formulation of hospital standards 
which are formally approved by 
the Board of Trustees of the Amer- 
ican Osteopathic Association. 

Any hospital desiring accredita- 
tion must submit to a rigid annual 
examination by the Committee. If 
the hospital passes this examination 
it can be officially listed as regis- 
tered. Hospitals which are approved 
for internship or residency training 
must pass an annual inspection 
even more comprehensive than that 
for registered hospitals. State and 
federal agencies have recognized 
A.O.A. accreditations. 

Even though some hospitals can- 
not at present be officially regis- 
tered or approved because they are 
too small to maintain separate de- 
partments of obstetrics, surgery, 
and radiology as required, many 
choose to maintain professional 
standards by joining the American 
Osteopathic Hospital Association. 
This national. service organization, 
an affiliate of the American Osteo- 
pathic Association, helps hospitals 
solve a wide variety of administra- 
tive and operational problems and, 
indirectly, helps them to become 
qualified for registration and ap- 
proval. 
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The 1961 Directory of the Amer- 
ican Osteopathic Hospital Associa- 
tion lists 392 hospitals, with a total 
of 15,557 hospital beds, a sizable 
number of which were constructed 
with the aid of Hill-Burton funds. 
Ninety-eight are listed as approved 
for intern training and 112 as regis- 
tered, a total of 210 hospitals ap- 
proved or registered by the Amer- 
ican Osteopathic Association. 

Most osteopathic hospitals par- 
ticipate in Blue Cross and commer- 
cial insurance programs. They are 
also utilized in the Medicare pro- 
gram for dependents of members 
of the uniformed services, by the 
Federal Employees Compensation 
Commission, and as participants in 
the Federal Employees Health 
Benefits Program. 

It is understood that hospitals 
staffed in whole or in part by phy- 
sicians and surgeons of the osteo- 
pathic school of medicine would be 
eligible on an equivalent basis with 
hospitals staffed in whole or in part 
by doctors of medicine for partici- 
pation under H.R. 4222. 

It is also understood that the 
only limitations on the patient’s 
choice under the bill are the same 
as they are today for those who 
are able to pay: that a hospital may 
reject a patient if it wishes, and 
that not all physicians (M.D. or 
D.O.) enjoy hospital privileges. 

Whether further federal action 
to meet the health needs of the 
aged takes the form of health bene- 
fits attached to our social insurance 
system, or tax incentives such as 
repeal of the maximum limitations 
on deductions for medical care, in- 
cluding health insurance premiums 
and for employment of older per- 
sons which are pending before 
this Committee, or liberalization of 
the federal medical percentage of 
amounts expended by the states for 
insurance premiums for coverage 
of medical assistance for the aged 
under the Mills-Kerr program, or 
some combination of these or other 
methods are adopted, the osteo- 
pathic profession (14,349 members 
as of December 31, 1960) and its 
institutions can be relied upon to 
employ their best efforts to provide 
and safeguard quality care and to 
pursue their traditional role of co- 
operation in the public interest. 
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FDA completes revision of 
labeling regulations 


> The Food and Drug Adminis- 
tration has published a regulation 
requiring manufacturers to provide 
the medical and pharmaceutical 
professions with more information 
on the labeling of most drugs and 
devices that are sold only on pre- 
scription. 

The regulation will require a 
“package insert” that will provide 
all necessary information for safe, 
effective use of the drug or device, 
including any information as to 
when its use would not be safe. 

The regulation published in the 
Federal Register of September 6, 
1961, reproduced below, is the 
final action in an extensive revision 
of FDA labeling regulations on 


drugs. and devices. It is effective 
March 5, 1962. 


“Package insert” proposed e 
Final regulations were published 
December 9, 1960, and January 14, 
1961, with respect to all provisions 
of a proposed amendment to the 
labeling regulations, except a pro- 
posal for so-called package inserts 
to provide full information about 
the drugs. Comments were invited 
on this proposal. 

Commissioner of Food and Drugs 
George P. Larrick said that it has 
now been concluded, after review 
of the comments, that the require- 
ment of a package insert is needed 
to promote safety and efficacy in 
the use of prescription drugs and 
devices. 

“When this requirement becomes 


At the Installation Luncheon—Among the dignitaries at the luncheon which closed the 
annual meeting in Chicago in July were A.O.A. Trustee Campbell A. Ward and Mrs. Ward, 
Mount Clemens, Michigan. Mrs. Ward is the immediate past president of the Auxiliary. 
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fully effective, it will make the 
complete information readily avail- 
able to practitioners at every drug 
store and hospital pharmacy 
throughout the country. Additional- 
ly, the industry commonly distrib- 
utes samples directly to physicians, 
and the new requirement will call 
for full information about the drugs 
to accompany these packages as 
well,” Commissioner Larrick said. 

There were objections based 
on the contention that the insert 
requirement will substantially in- 
crease costs. FDA said that furnish- 
ing reliable information for the 
professional use of prescription 
drugs in the package will constitute 
only a small fraction of the cost of 
promotion. 

Another objection was that use 
of package inserts may result in 
professional literature reaching the 
layman with undesirable conse- 
quences for both patient and phy- 
sician. FDA said that the answer 
to this problem is reliance upon 
the pharmacists’ professional re- 
sponsibility to dispense drugs in 
accordance with the prescribers’ 
instructions. 


Protection since 1938 e “We 
would like to emphasize that the 
provisions of the Federal Food, 
Drug, and Cosmetic Act regulating 
interstate commerce in drugs, have 
been enforced by FDA since 1938 
to protect the consumer, the medi- 
cal profession, and legitimate man- 
ufacturers,” Mr. Larrick said. “This 
activity always necessarily relies on 
medical facts and the best informed 
scientific medical opinion obtain- 


able. 


“The use of package inserts will 
not affect the prohibition against 
unauthorized dispensing. Our staff 
of physicians has sought and has 
generally had most gratifying co- 
operation and support from the 
medical and piiarmaceutical profes- 
sions. 


“Exemptions from the package 
insert requirement may be consid- 
ered when other reliable sources of 
the same information become es- 
tablished, but not to the extent of 
relieving the manufacturer of his 
legal responsibility for labeling 


with adequate information for safe 
and effective use by the licensed 
practitioner. The new regulations 
will not require professional infor- 
mation on articles for which such 
information is commonly known to 
physicians,” Mr. Larrick said. 

The regulations, published in the 
Federal Register of September 6, 
are: 

Proposed amendment of § 1.106 of the 
drug regulations was published in the 
Federal Register of July 22, 1960 (25 
F.R. 6985). Final orders were published 
December 9, 1960 (25 F.R. 12592), and 
January 14, 1961 (26 F.R. 295), with 
respect to all portions of the proposal 
with the exception of those pertaining to 
§ 1.106 (b)(3), (c)(3), and (d)(3). 
Additional time was granted for the sub- 
mission and consideration of comments 
on those portions of the proposed regu- 
lations. 

Substantial comment was received and 
in several cases suggested alternative 
plans to the proposal to require package 
inserts. All these comments and sugges- 
tions have now been evaluated. The Com- 
missioner of Food and Drugs could not 
endorse the alternative proposals. As a 
result of the study and proceeding under 
the authority vested in the Secretary of 
Health, Education, and Welfare by the 
Federal Food, Drug, and Cosmetic Act 
(sec. 701 (a), 52 Stat. 1055; 21 U.S.C. 
371 (a)) and delegated to the Commis- 
sioner of Food and Drugs by the Secre- 
tary (25 F.R. 8625), It is ordered, That 
§ 1.106 (b)(3), (c)(3), and (d)(3) be 


amended to read as set forth below: 


§ 1.106 Drugs and devices; directions for 
use. 

(b) Exemption for prescription drugs. 

(3) Labeling on or within the package 
from which the drug is to be dispensed 
bears adequate information for its use, 
including indications, effects, dosages, 
routes, methods, and frequency and dura- 
tion of administration, and any relevant 
hazards, contraindications, side effects, 
and precautions under which practition- 
ers licensed by law to administer the 
drug can use the drug safely and for the 
purposes for which it is intended, includ- 
ing all purposes for which it is adver- 
tised or represented; and, if the article 
is subject to section 505, 506, or 607 of 
the act, the labeling bearing such infor- 
mation is the labeling authorized by the 
effective new-drug application or required 
as a condition for the certification or the 
exemption from certification requirements 
applicable to preparations of insulin or 
antibiotic drugs; Provided, however, that 
in the case of drugs not subject to section 
505, 506, or 507, such information may 
be omitted from the dispensing package 
if, but only if, the article is a drug for 
which directions, hazards, warnings, and 
use information are commonly known to 


practitioners licensed by law to admin- 
ister the drug. Upon written request, 
stating reasonable grounds therefor, the 
Commissioner will offer an opinion on a 
proposal to omit such information from 
the dispensing package under this pro- 
viso. 


(c) Exemption for veterinary drugs. 

(3) Labeling on or within the package 
from which the drug is to be dispensed 
bears adequate information for its use, 
including indications, effects, dosages, 
routes, methods, and frequency and dura- 
tion of administration, and any relevant 
hazards, contraindications, side effects, 
and precautions under which veterinari- 
ans licensed by law to administer the 
drug can use the drug safely and for the 
purposes for which it is intended, in- 
cluding all purposes for which it is ad- 
vertised or represented; and if the article 
is subject to section 505 or 507 of the 
act, the labeling bearing such information 
is the labeling authorized by the effective 
new-drug application, or required as a 
condition for the certification or the ex- 
emption from certification requirements 
applicable to preparations of antibiotic 
drugs; Provided, however, That in the 
case of drugs not subject to section 505 
or 507, such information may be omitted 
from the dispensing package if, but only 
if, the article is a drug for which direc- 
tions, hazards, warnings, and other infor- 
mation are commonly known to veteri- 
narians licensed by law to administer the 
drug. Upon written request, stating rea- 
sonable grounds therefor, the Commis- 
sioner will offer an opinion on a proposal 
to omit such information from the dis- 
pensing package under this proviso. 


(d) Exemption for prescription devices. 

(3) Labeling on or within the package 
from which the device is to be dispensed 
bears information for use, including indi- 
cations, effects, routes, methods, and fre- 
quency and duration of administration, 
and any relevant hazards, contraindica- 
tions, side effects, and precautions under 
which practitioners licensed by law to 
administer the device can use the device 
safely and for the purpose for which it 
is intended, including all purposes for 
which it is advertised or represented; 
Provided, however, That such informa- 
tion may be omitted from the dispensing 
package if, but only if, the article is a 
device for which directions, hazards, 
warnings, and other information are com- 
monly known to practitioners licensed 
by law to use the device. Upon written 
request, stating reasonable grounds there- 
for, the Commissioner will offer an opin- 
ion on a proposal to omit such informa- 
tion from the dispensing package under 
this proviso. 

Effective date. This order shall become 
effective 180 days from the date of its 
publication in the Federal Register. 
(Sec. 701(a), 52 Stat. 1055; 21 U.S.C. 
371(a)) 


This section is published monthly to inform the practicing physician about new drug products and medical equipment 
made available on the market. It is a reference section prepared by Tue Journat from descriptive material furnished 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 
convenient form. 
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BAMADEX® SEQUELS® 


Chemistry e Bamadex Sequels are 
sustained-release capsules each con- 
taining 15 mg. dextro-amphetamine 
sulfate and 300 mg. meprobamate. 


Pharmacodynamics e Bamadex 
Sequels suppress appetite, usually 
without overstimulation of the cen- 
tral nervous system or disturbance 
of normal sleeping habits. In vitro 
tests have shown that 74 to 100 per 
cent of meprobamate and 65 to 85 
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per cent of dextro-amphetamine 
sulfate are released gradually dur- 
ing a 7-hour period, thus prolong- 
ing the effectiveness of these ingre- 
dients. 


Toxicology e Nervousness and in- 
somnia may occur in rare cases, as 
an effect of the amphetamine com- 
ponent, although the meprobamate 
in Bamadex usually counteracts 
this. Occasionally, allergic skin re- 
actions to meprobamate have been 
observed, usually after the first few 
doses. In a few cases these reac- 
tions have been accompanied by 
fever, nonthrombocytopenic pur- 
pura, angioneurotic edema, hypo- 
tension, and bronchial spasm. In 
such cases, antihistamines and cor- 
ticosteroids should be administered 
and the Bamadex stopped. Careful 
supervision of dosage is advised. 
Excessive and prolonged use in sus- 
ceptible persons could result in de- 
pendence on the drug. When ex- 
cessive dosage has continued over a 
prolonged period, the amount 


should be reduced gradually rather 
than abruptly. 


Indications e Bamadex Sequels are 
recommended as an adjunct to diet 
in the control of obesity. 


Contraindications e The drug 
should be used only with caution 
in patients hypersensitive to sym- 
pathomimetic compounds, as well 
as in patients with coronary or car- 
diovascular disease or severe hyper- 
tension. Complete blood counts 
should be reduced gradually rather 
ceiving long-term therapy. 


Dosage schedule e The usual dose 
is one capsule per day, taken a half 
hour before breakfast. 


How supplied e¢ Bamadex Sequels 
are available in bottles of 30 cap- 
sules. 


Manufacturer e Lederle Labora- 
tories Division of American Cyana- 
mid Company, Pearl River, New 
York. 
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LIBRAX™. 


Chemistry e Each Librax capsule 
provides 5 mg. Librium HCl (7- 
chloro-2-methylamino-5-phenyl]-3H- 
1, 4-benzodiazepine 4-oxide HCl) 
and 2.5 mg. Quarzan Br (1-methy]l- 
3-benziloyloxyquinuclidinium Br). 


Pharmacodynamics e Librium has 
been widely used for its specific ef- 
fects in relieving anxiety and ten- 
sion, and has been reported to 
bring improvement in a majority 
of cases of gastrointestinal disorder. 
Quarzan is a new synthetic anti- 
cholinergic agent which produces 
an antispasmodic and antisecretory 
effect approximately equal to that 
of atropine on the gastrointestinal 


tract, without undue anticholinergic 
side effects. Clinical reports have 
indicated that Quarzan controls 
gastric spasm and hyperacidity and 
promotes healing of peptic ulcers. 
Complete control of symptoms was 
obtained in 65 per cent of ulcer pa- 
tients, many of whom represented 
chronic, refractory cases. Since 
gastrointestinal dysfunction has two 
important components, the emo- 
tional factor and the somatic factor, 
Librax is particularly applicable in 
a variety of disorders because it 
combines Librium to relieve the 
emotional component and Quarzan 
to provide reliable anticholinergic 
effects. Controlled diet and other 
medications may be continued dur- 
ing Librax therapy. 


Toxicology e« With Quarzan, the 
side effects that may occur include 
dryness of mouth, blurring of vi- 
sion, urinary hesitancy, and consti- 
pation; drowsiness and muscle 
weakness have been noted in some 
patients. With Librium, the reported 
side effects have included syncope, 
minor skin rashes, minor menstrual 
irregularities, nausea, constipation, 
and increased or decreased libido. 
Excitement, stimulation, and acute 
rage have been seen in some psy- 
chiatric patients and should be 
watched for early in therapy. The 
concomitant administration of Li- 
brax and other psychotropic agents 
is generally not advised. Ataxia or 
oversedation may develop in elderly 
and debilitated patients unless the 


dosage is limited to the smallest 
effective amount. In elderly male 
patients with prostatic hypertrophy, 
the possibility of urinary retention 
should be kept in mind. 


Indications e Librax is indicated 
for control of hypersecretion, hyper- 
motility, and emotional factors as- 
sociated with peptic ulcer, hyper- 
chlorhydria, ulcerative or spastic 
colitis, gastritis, duodenitis, biliary 
dyskinesia, anxiety states with gas- 
trointestinal manifestations, pyloro- 
spasm, cardiospasm, and other func- 
tional or organic disorders of the 
digestive tract. 


Contraindications e Librax is con- 


JOURNAL A.O.A., VOL. 61, OCT. 1961 


tach capsule contains me ® 
2 methylamine 5-phenyt 
4 
chioride and 2.5 mg Quarter 
meothyt 2 
ium) Bramde 

IMPORTANT: Read ave ompany ine 
directions catetully tor dosate 


ant indications, 


Caution. iow probebits 
without 


Roche LASORATONIES: a 


\ 
traindicated in the presence of 


glaucoma because the anticholiner- 
gic component may produce mydri- 
asis. The usual precautions in treat- 
ing patients with impaired renal or 
hepatic function should be ob- 
served. 


Dosage schedule e The usual adult 
dose is 1 or 2 capsules four times 
a day, before meals and at bedtime. 


How supplied e Librax is avail- 
able in green capsules, in bottles of 
50 and 500. 


Manufacturer e Roche Laborato- 
ries, Division of Hoffmann-La 
Roche Inc., Nutley 10, New Jersey. 
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DISPOSABLE IRRIGATING 
SYRINGE AND EXCHANGE 
TRANSFUSION TRAY 


Irrigating syringe « The newest 
of the Stylex® line of disposable 
syringes is a 2-ounce (50 cc.) irri- 
gating syringe with catheter tip. 
It is primarily intended for irri- 
gating catheters and intubation 
tubes, but it can also be used for 
gastric sampling, inflation of Foley 
catheters during cystoscopy, irri- 
gating wet dressings, and injecting 
petrolatum before rectal operations. 

This syringe, like the others in 
the line (2 cc., 5 ce., 10 ce., 20 ce., 
30 ce., 1 ce. tuberculin, and 1 ce. 
insulin types), is made of shatter- 
proof polypropylene. The advan- 


tages of safety, convenience, and 
economy are stressed: The hazards 
of cross infection are eliminated; 
storage and accounting are simpli- 
fied; and cleaning, fitting, and ster- 
ilizing procedures are eliminated. 


Exchange transfusion tray e A 
sterile plastic tray containing all 
the necessary equipment for per- 
forming exchange transfusions has 
been added to a line which now 
includes disposable urethral cathe- 
terization trays and enema admin- 
istration units. 

This new disposable tray has 
special value for pediatricians. 
Items in the tray are designed for 
maximum reliability and ease of 


performance, important factors in 
emergency treatment for Rh in- 
compatibility. 

Standardized equipment simpli- 
fies the tasks of both doctor and 
nurse and makes it easier to 
maintain asepsis. Individual use 
eliminates cross infection, and dis- 
posability eliminates cleaning and 
reassembling. 


Manufacturer e Pharmaseal Lab- 
oratories, Glendale 1, California. 
For information about and a 
sample of the syringe, address the 
Customer Service Department; for 
information on the exchange trans- 
fusion tray, address the Marketing 
Services Department. 
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MULVIDREN® DROPS 


Chemistry ¢ Mulvidren Drops is 
a synthetic preparation containing 
eight important vitamins including 
vitamins B, and B,,. It contains no 
alcohol and does not require re- 
frigeration. The liquid is flavored 
with orange and vanilla. 


Pharmacodynamics e Mulvidren 
Drops are especially formulated to 
provide the latest authoritative safe 
levels of vitamins required for 
modern infant feeding. Complete 
multivitamin feeding is provided. 
Each 0.6 cc. contains the following 
vitamins: A (palmitate), 3,000 USP 
units; D (activated ergosterol), 400 
USP units; C (ascorbic acid and 
sodium ascorbate), 60 mg.; B, (thia- 
mine hydrochloride), 1 mg.; B, 
(riboflavin phosphate sodium), 1.2 
mg.; B, (pyridoxine hydrochloride), 
0.5 mg.; B,, (cobalamin concen- 
trate), 1 mcg.; and niacinamide, 10 
mg. The drops may be administered 
by dropping directly on tongue or 
mixing with milk, fruit juices, or 
other foods. 


\ 


Dosage schedule e For infants the 
daily dose of Mulvidren Drops is 
0.3 cc., approximately 8 drops 
(lower mark on dropper), and for 
older children 0.6 cc., approxi- 
mately 16 drops (upper mark on 
dropper), or as indicated. 


How supplied e Mulvidren Drops 
are available in bottles of 30 cc. 
of orange-colored liquid. 


Manufacturer e The Stuart Com- 
pany, 3360 East Foothill Blvd., 
Pasadena, California. 
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SULFASED 


Chemistry e Sulfased combines 
succinylsulfathiazole (3.0 gm.), kao- 
lin (3.0 gm.), pectin (0.45 gm.), and 
homatropine methylbromide (3.5 
mg.). 


Pharmacodynamics e Succinylsul- 
fathiazole, the sulfonamide of 
choice for bowel sterilization, in- 
hibits gram-negative bacilli in the 
lumen of the intestine. Kaolin and 
pectin exert absorptive and demul- 
cent effects, and homatropine meth- 
ylbromide has dependable spasmo- 
lytic action. Thus Sulfased combines 
antibacterial action, absorption of 
certain toxic agents in the presence 
of diarrhea, and anticholinergic ac- 
tion to relieve pain and spasm. 


Toxicology e There is virtually no 
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systemic effect from succinylsulfa- 
thiazole; only about 5 per cent is 
excreted in the urine. Blood con- 
centration following usual doses 
does not exceed 4 mg. per 100 ml. 
Bacterial resistance to Sulfased 
does not seem to develop, and no 
crystalluria has been reported. The 
side effects noted with other sul- 
fonamides may occur with succiny]- 
sulfathiazole, but rarely; drug rash 
or drug fever has been reported to 
occur in about 1 per cent of cases. 


Indications e Sulfased is indicated 
for treatment of acute and chronic 
bacillary dysentery and as a pro- 
phylactic agent and adjunct pre- 
paratory to surgical operations on 
the intestine. The drug is also of 
value in chronic ulcerative colitis, 
“intestinal flu,” diarrhea following 
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antibiotic therapy, colitis, food poi- 
soning, and nonspecific diarrhea. 
When stool examination reveals 
amebae or parasites specific medi- 
cation should be used. 


\ 


Contraindications e The same 
precautions necessary with other 
sulfonamides should be observed 
with Sulfased. If untoward reac- 
tions occur, the drug should be dis- 
continued. 


Dosage schedule e Normally, in- 
fants under 25 Ibs. should receive 
% to 1 teaspoonful six times a day; 
children up to 65 Ibs. 1% to 2% tea- 
spoonfuls; children above that 
weight 3 to 4% teaspoonfuls. The 
dosage for adults is 4% to 6 tea- 
spoonfuls six times a day. In se- 
vere cases, adults and children 


above 10 years of age may receive 
1 tablespoonful every hour for 3 or 4 
doses, followed by 1 tablespoonful 
four times daily for 1 or 2 days. If 
the first four doses do not control 
the symptoms, 1 tablespoonful 
should be given after each bowel 
movement. For infants with severe 
diarrhea the same schedule is fol- 
lowed, but with doses of 1 tea- 
spoonful rather than a tablespoon- 
ful. For children up to 10 the dos- 
age is adjusted according to body 
weight. 


How supplied e Sulfased is avail- 
able in bottles of 4 ounces, 8 ounces, 
and 1 gallon. 


Manufacturer e Chicago Pharma- 
cal Company, 5547 North Ravens- 
wood Avenue, Chicago 40, Illinois. 
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PARENZYME® AQUEOUS 


Chemistry e Parenzyme contains 
the pancreatic enzyme trypsin, ex- 
tracted from beef pancreas and 
purified by a special crystallization 
process. Parenzyme Aqueous, for 
intragluteal injection, is now avail- 
able in a single-dose package of 
two vials, one containing 12,500 
units N.F. (5 mg.) lyophilized tryp- 
sin, the other 1 ml. aqueous diluent. 
The diluent contains 5 per cent de- 
natured gelatin and the preserva- 
tives methylparaben 0.09 per cent 
and propylparaben 0.01 per cent. 


Pharmacodynamics In inflam- 
mation, aggregates of protein mole- 
cules block the pores of the capil- 


laries and the lymphatic channels, 
leading to swelling and edema and 
further obstruction of circulation. 
Through enzymatic action, Paren- 
zyme depolymerizes or splits up the 
macromolecules, thus restoring nor- 


mal circulation, effecting prompt 
removal of waste products, and fa- 
cilitating healing. In aqueous form, 
Parenzyme quickly produces the 
high trypsin levels necessary to re- 
solve inflammation and edema, and 
minimizes pain on injection as well 
as local tissue reaction; the sub- 
stance is injected easily, and the 
needle and syringe are easily 
cleaned. Parenzyme Aqueous is 
compatible with all commonly used 
drugs, including antibiotics. 


Toxicology ¢ Toxic reactions fol- 
lowing the intramuscular use of 
Parenzyme are very rare. Pain and 
induration at the site of injection 
are considerably less than when 
Parenzyme in oil is used. Prolonged 
use occasionally causes itching and 
rash which may be relieved by 
antihistamines. 


Indications Parenzyme Aqueous 
has been found useful in cases of 


phlebitis, ocular inflammation, ul- 
cerations, and traumatic wounds, 
and for loosening of bronchial 
plugs in severe pulmonary disease. 


Contraindications e Since sensi- 
tivity to Parenzyme is theoretically 
possible, the usual precautions 
should be observed as for the in- 
jection of any protein material, 
with sensitivity testing when indi- 
cated. 


Dosage schedule e Parenzyme 
Aqueous must be _ reconstituted 
before use, by combining the con- 
tents of the two vials in the single- 
dose unit. The mixture is then in- 
jected very slowly, by means of a 


22-gauge needle, deep in the gluteal 


muscle. The usual dosage is 1.0 ml. 
(5 mg.) once or twice daily. In se- 
vere conditions, injections may be 
given twice daily until inflammation 
begins to subside, then once daily 
or less frequently as indicated. For 
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children less than 2 years old, the 
dose is 0.2 ml. (1 mg.), and for 
older children 0.5 ml. (2.5 mg.). 


How supplied e The new Paren- 
zyme Aqueous single-dose unit is 
supplied in packages containing 
four 2-vial single-dose units; each 
2-vial unit has its own package in- 
sert for the physician’s convenience. 
Before reconstitution, the lyophi- 
lized trypsin is stable indefinitely if 
protected from moisture. The re- 
constituted solution is stable for 3 
months if stored at a temperature 
of 35 to 50 degrees F. 


Manufacturer e The National 
Drug Company, Division of Rich- 
ardson-Merrell Inc., Philadelphia 
44, Pennsylvania. 


References e Literature is avail- 
able from the manufacturer upon 
request. 
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ADVANCE CONVENTION REGISTRATION 


American Osteopathic Association’s 66th Annual Convention 
Las Vegas, Nevada, January 15-18, 1962 © 


1962 REGISTRATION RULES 


Those who may register are: members of the Asso- 
ciation, their children, and their adult guests who 
are not osteopathic physicians; osteopathic students, 
osteopathic students’ wives; commercial and scientific 
exhibitors. 


Osteopathic physicians who are not members of the 
Association but appear to be eligible for membership 
will pay a fee of $75.00 in addition to the $30.00 con- 
vention registration fee. Such doctors may thereupon 
apply for membership at the registration desk, and 
their $75.00 fee will be applied to their annual dues. 
All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of 
the $75.00 will be returned and the remainder retained 
as the registration fee charged nonmembers. 


Osteopathic physicians not eligible for membership 
in the Association may register for the Convention, but 
only upon the presentation of official, written evidence 
of current membership in a divisional society of the 
Association. Such doctors must pay a fee of $25.00 in 
addition to the $30.00 convention registration fee. 


SUMMARY OF INSTRUCTIONS 
1. Fill in Advance Registration Form. 


2. Give names of adult guests and juvenile guests 
(under 18 years). 


3. Make check payable to: American Osteopathic Asso- 
ciation. 


4. Mail Advance Registration Form and Check to: 


American Osteopathic Association 
Bureau of Conventions 
212 East Ohio Street 
Chicago 11, Illinois Dunes Hotel 


REGISTRATION FEES 
ADVANCE REGISTRATION FORM 
*Member of American Osteopathic Association............ $30.00 
+Members of AAOA House of Delegates.................. $10.00 
City State (Whose husbands are not in attendance) 
§Juvenile guests (under 18 ee No Fee 
Adult guests_ §Students, including interns and residents.............. No Fee 
Juvenile guests. {Wives of students. No Fee 
Nonmembers, but $75.00 plus $30.00 
This space for A.O.A. Central Office use, only: $5.00 
Amount received *Includes tickets for: A.O.A. President’s Luncheon, Andrew Taylor Still 
b Lecture and Luncheon, A.O.A. Cordiality Hour, and Alumni Luncheon. 
ate postmarked 
tincludes women’s tea only. 
Date received §Individual tickets for entertainment events may be purchased. 
See registration rules on this page. 


Flamingo Hotel 
| 
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SPECIAL A.O.A CONVENTION HOTEL RATES 


SUITES 
Twin-bedded room One bedroom Two bedroom 


(1 or 2 persons) and parlor and parlor 
ote Flamingo Hotel (Headquarters). $10.00 $30.00 $45.00 
12.00 35.00 55.00 


14.00 40.00 60.00 
e 16.00 
Dunes Hotel $10.00 $30.00 $45.00 
eservation $2000 5.00 
14.00 40.00 
16.00 


4 e Note: If a room at the rate requested is not available, a room at the next available 
pp ita ion rate will be assigned. 


PLEASE PRINT OR TYPE AND CHECK HOTEL PREFERENCE 
66th Annual Convention Cate of 
American Osteopathic Association 
January 15-18, 1962 


HOTEL PREFERENCE: 


Las Vegas, Nevada 0 Flamingo Hotel ( Dunes Hotel 
ACCOMMODATIONS: 
J Single occupancy (twin beds); rate desired: $________per day 
(1 Double occupancy (twin beds); rate desired: $ per day 
Hotels require reservations 
(J One bedroom and parlor suite; rate desired: $ per day 
before January 7. 
a r (1 Two bedroom and parlor suite; rate desired: $ per day 
Early application is advised. ‘ 
Date of arrival Hour. 
Date of departure Hour. 
Important! Please read these in- 
structions before filling out appli- 
cation form at the right: OCCUPANTS: 
1. All reservations must be made (The name of each hotel quest must be listed. Therefore, please include the names 
directly to: of both persons who will occupy each twin-bedded room réquested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
A.O.A. Housing Bureau The name and address of each person for whom you are requesting reservations 
FLAMINGO HOTEL and who will occupy the room is: 
Las Vegas Boulevard South 
Las Vegas, Nevada 
2. Do not send reservations to the 
local convention arrangements com- . 
mittee or to the American Osteo- APPLICANT: 
pathic Association Central Office. 
Name. 
3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, scientific or Street Address City Zone State 
™ ercial exhibitor. Name of firm, if commercial exhibitor. 
4. Activities will take place at the PROMPTNESS IN COMPLETING THIS FORM WILL INSURE DESIRED 


Flamingo and Dunes hotels, and the HOTEL ACCOMMODATION 
Las Vegas Convention Center. - 


JOURNAL A.O.A., VOL. 61, OCT. 1961 173 


i 
; | 
| 
H i 
H 
| 
- 
1 
- | 
| 
| 
; 
H i, 
1 
; 
| 
H 
H 
it 
| 
| 
i} 
| 
H 
| 
| 
H 
H 
- 
1 
4 
H 4 
1 
| 
H 
1 
1 
i 
H 
H 
i 
H 
| 
di 


A review of current concepts and 
treatment in scoliosis 


> Results of treatment of scoliosis at the New York 
State Rehabilitation Hospital are discussed by Ed- 
ward O. Leventen, M.D., and John C. McCauley, 
Jr., M.D., in the New York State Journal of Medi- 
cine, April 15, 1961. During a 5-year period, 26 
cases were treated by a modified Hibbs spine 
arthrodesis using homogenous bone grafts. In this 
procedure the patient is kept in bed, wearing the 
original corrective jacket for 9 months after the 
operation. He is then placed in a semibent jacket 
and allowed to get up; after 3 months he is trans- 
ferred to a straight body jacket for a final period 
of 3 months. X-ray films are taken between plaster 
changes and every 3 months for a year after treat- 
ment. The aim of the treatment is to arrest the 
advance of the curve before it reaches crippling 
proportions both cosmetically and functionally, as 
well as to correct the curve and to maintain as full 
a correction as possible. The fusion area is kept 
minimal to avoid operative complications of shock, 
infection, and pseudoarthrosis. In the series of 26 
cases there were no deaths, no infections, and 2 
cases of pseudoarthrosis. The authors recognize that 
postoperatively some of the forcible correction is 
lost, but the aim of halting progress in the curve 
is realized. 

Structural scoliosis may be etiologically classified 
as follows: osteopathic scoliosis (including con- 
genital and thoracogenic conditions), neuropathic, 
myopathic, and idiopathic. Idiopathic scoliosis is 
the most common form, and for some unknown 
reason affects girls more than boys. In the authors’ 
opinion, the only presently satisfactory technic of 
treatment is forcible correction of the curve or 
curves followed by spine arthrodesis to maintain 
the correction. Indications for treatment are steady 
progress of the deformity, prediction of continued 
deformity as indicated by spine growth studies, and 
absence of systemic disease process which would 
contraindicate surgical correction. Satisfactory cor- 
rection is usually attained in 2 or 3 weeks. Such 
correction is considered to be somewhat less than 
the sum of the secondary curves during forced 
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counter-bending, which should not exceed the pa- 
tient’s pain tolerance in the wedging jacket. Fusion 
is carried out only in the segments of the major 
curve. 


Emotional problems of burned children 


> Psychologic observations on 19 children with 
burn injuries are reported by Robert T. Long, M.D., 
and Oliver Cope, M.D., in The New England Jour- 
nal of Medicine, June 1, 1961. The severely burned 
patient is a difficult problem not only because of 
the meticulous physical work involved but also 
because of the antagonistic behavioral patterns fre- 
quently exhibited by patients after the initial period 
of emergency has passed. The emotional changes 
take place at the time when the adrenal cortex is 
increasing its secretion in response to the stress of 
injury; such physiologic components are also sug- 
gested by the occasional development of duodenal 
and gastric ulcers. Psychologic components arise 
from the obvious stresses and conflicts associated 
with severe pain, total dependence, and alarming 
procedures necessary for treatment. In the light of 
the severe physical and psychologic stress placed 
on severely burned patients, systematic psychologic 
studies are surprisingly few. 

The concept underlying this study of burned chil- 
dren was that their peculiar, distinctive behavior 
might be due to any one of three circumstances: 
the trauma and its immediate emotional threat; the 
hormonal and metabolic response; or the infection, 
including fever and toxemia. After measurement 
and correlation studies were completed it became 
obvious that the threat of the trauma and enforced 
hospitalization, with protracted painful surgical 
maneuvers, far outweighed the other two considera- 
tions. A fourth aspect also emerged—difficult be- 
havior antedated the burn in many cases, and in 


- fact might be considered a causative agent in the 


burn itself. The 19 children in this series showed 
a high incidence of gross disturbance in the family 
background, of predelinquent behavior existing be- 
fore the injury, and of emotional reactions that 
interfered with the surgical therapy in the hospital. 


4 


It is suggested that the same influences are effective 
in adult patients and should receive consideration 
as part of the total treatment. 

The most frequently observed reactions among 
these children were: misinterpretation of proce- 
dures, regressive and depressive reactions, aggres- 
sive reactions and problems of identification, and 
problems of guilt. Communication between doctor 
and patient must be kept open; aggressive outbursts 
must be expected and accepted by the staff; psycho- 
therapy should be enlisted early and intensively and 
in many cases should extend to the parents of the 


burned child. 


Recognition and investigation 
of hypoglycemia 


> The possibility that hypoglycemia in children is 
often not recognized before considerable brain 
damage has occurred is suggested by Alexis F. 
Hartmann, Sr., M.D., Hulda J. Wohltmann, M.D., 
and Jean Holowach, M.D., in The Journal of Pedi- 
atrics, June 1961. The diagnosis should be suggested 
by both the clinical picture and the presence of 
circumstances judged favorable to the development 
of hypoglycemia, even in the absence of clearcut 
signs or symptoms. Early positive diagnosis re- 
quires an understanding of the causes, proper 
laboratory evaluation, and a methodical plan of 
study. The authors suggest that physicians keep 
in mind a simple classification of the clinical mani- 
festations of hypoglycemia as it occurs during the 
neonatal period, or following discontinuation of 
parenteral glucose in the young child, or during 
recurrent episodes caused by persistent sensitivity 
to insulin, or in cases associated with insulin- 
secreting tumor, persistent insulin sensitivity, or 
sensitivity to leucine. It is emphasized that what 
must be demonstrated is hypoglucemia, and that 
many methods for determination of blood sugar 
give false values, rather than the true sugar level. 
In many cases the total sugar concentration often 
includes galactose; unless this sugar is converted 
to glucose it is unavailable for brain-cell metabolism 
and will not relieve the symptoms of hypoglucemia, 
although its undetected presence may seem to rule 
out the possibility. Such pitfalls are avoided by the 
use of the sensitive Shaffer-Hartmann-Somogyi 
method with and without removal of glucose by 
yeast fermentation. 

The authors’ routine workup is as follows: 1. 24- 
hour blood sugar profile under normal conditions 
of diet, rest, and activity; 2. insulin tolerance test, 
0.25 unit per kilogram of insulin hydrochloride 
being given subcutaneously after an all-night fast; 
3. glucose tolerance test extending for 3 to 6 hours, 
to detect a marked insulin-caused drop in blood 
sugar; 4. response to epinephrine, as a means of 
evaluating glycogen storage; 5. glucagon response, 
a specific test for liver glycogenolysis; 6. leucine 
response, the I-leucine being given intravenously, 
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to avoid vomiting and variability of absorption from 
the gastrointestinal tract; 7. galactose response, to 
detect hypoglucemia resulting from disturbed ga- 
lactose metabolism; 8. encephalography, particu- 
larly in the study of children with seizures suspect- 
ed of having a strong hypoglycemic component; and 
9. blood insulin assay, to measure the actual insulin 
concentration in children with hypoglycemia. 

The clinical picture varies according to many 
factors, such as age of the patient, duration of the 
hypoglycemia, its causes, associated brain or other 
organ damage, associated acute illness or other 
metabolic disturbances, associated anticonvulsant 
therapy, as well as the actual concentration of blood 
glucose. The side effects of phenobarbital and Di- 
lantin have apparently accentuated or complicated 
hypoglycemic symptoms. Also it is mentioned that 
all forms of epilepsy may result from apparently 
uncomplicated hypoglycemia. 


Prevention of wound dehiscence by use 
of stainless-steel retention sutures 


> Through-and-through retention sutures of stain- 
less-steel wire prevent wound disruption even un- 
der extraordinary stress, according to a report by 
Thomas J. Anglem, M.D., and Edward B. Gray Jr., 
M.D., in The Journal of the American Medical Asso- 
ciation, April 15, 1961. The sutures were used in 
835 of a total of 1,728 operations, and more than 
90 per cent of the 835 cases involved upper abdom- 
inal incisions in which the liability to wound rup- 
ture is greatest. Wound disruption occurred in 3 
cases, or 0.36 per cent, an incidence considered low 
in view of the predisposing factors toward dehi- 
scence in vertical, upper abdominal incisions. It is 
noteworthy that in 2 of the 3 instances of dehis- 
cence, some of the retention sutures were removed 
prematurely, once by extraordinary stress and once 
by design. 


Hypersplenism due to infection 


> A study of 5 cases of acute hemolytic anemia 
associated with systemic infections is reported by 
James H. Jandl, M.D., Harry S. Jacob, M.D., and 
Geneva A. Daland, B.S., in The New England 
Journal of Medicine, May 25, 1961. The respective 
diagnoses were miliary tuberculosis, subacute bac- 
terial endocarditis, infectious mononucleosis, infec- 
tious hepatitis, and psittacosis. The hemolytic proc- 
ess was featured by the appearance of spherocytes, 
splenomegaly, and increased splenic sequestration 
of Cr51-labeled autogenous red cells. Leukopenia 
and thrombocytopenia also were noted in some 
cases. The blood changes regressed gradually dur- 
ing or shortly after clinical recovery, in all cases. 
In the case of subacute bacterial endocarditis, how- 
ever, the patient was readmitted to the hospital 5 
months after the first admission, with a recurrence 
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of edema, purpura, dyspnea, and fever. Splenecto- 
my was performed to remove a possible focus of 
infection; Staphylococcus aureus was found in 
splenic cultures. Antibiotic therapy brought clinical 
improvement, but the patient left the hospital 
against advice before completion of therapy, and 
died 1 month later in acute pulmonary edema. 
None of the previously established mechanisms 
of hemolysis by infectious organisms was found. In 
3 of the 4 surviving patients, the red cells showed 
no metabolic or morphologic abnormality after re- 
covery; the fourth patient was found to have sub- 
clinical hereditary spherocytosis. It is suggested that 
damage to the red cells was caused by their re- 
peated passage through the enlarged spleen, and 
that the process may be considered a form of hyper- 
splenism. This condition tends to occur in infections 
characterized by prolonged pyrogenic stimulation 
of the reticuloendothelial system, and is associated 
with increased circulating mononuclear leukocytes. 


Cervical cytology in pregnancy 


> Preliminary results of cytologic studies and fol- 
low-up therapy in 1,000 cases of neoplasia during 
pregnancy are reported by Herman I. Kantor, M.D., 
William B. Roman, M.D., John T. Leonard, M.D., 
Luis Leib, M.D., and Julia B. Van Burkleo, M.D., in 
the American Journal of Obstetrics & Gynecology, 
April 1961. Most of the patients were seen in a 
prenatal clinic where Papanicolaou smears were 
made routinely. When the smears indicated an 
epithelial lesion in the nonreversible late stages, 
the patients were admitted to the hospital as soon 
as possible, for cone biopsy. Some patients were 
seen for the first time when they entered the hos- 
pital in labor; in these cases the first cytologic 
smears were made about 6 weeks after delivery. Of 
the 1,000 positive smears, 956 were reported as 
early lesions, both reversible and nonreversible; 
cone biopsies carried out in 40 of the other 44 
cases revealed only 1 case involving a late non- 
reversible lesion. 

The authors conclude that cytology studies in 
pregnancy are accurate and useful. The presence 
of abnormal cells indicates the need for shallow, 
cold-knife biopsy, which risks few complications if 
carried out in early pregnancy. If the abnormal 
condition is not discovered until late in pregnancy, 
delaying the biopsy until after delivery may be 
justifiable. If the lesion is found to be reversible, 
in studies made before labor, vaginal delivery 
should be planned; the biopsied cervical area is 
not likely to cause additional bleeding or scarring 
at the time of delivery. Patients with nonreversible 
early lesions should probably be delivered by elec- 
tive cesarean section, with specific therapy depend- 
ing on the results of smears and biopsy in the 
postpartum period. In cases of late, nonreversible 
lesions, however, prompt and specific treatment of 
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the lesions becomes of paramount importance. It is 
emphasized that cervical trauma associated with 
vaginal delivery may have a deleterious effect on a 
nonreversible lesion previously confined to a small 
area of the cervix, so that elective cesarean section 
may be the conservative approach in such cases. 


The diagnosis of curable unilateral renal 
hypertension by ureteral catheterization 


> A new diagnostic concept of renal hypertension 
is described by Thomas A. Stamey, M.D., in Post- 
graduate Medicine, May 1961. The author presents 
in detail, with examples of calculations, the exact 
technic for measuring the characteristic reabsorp- 
tion of water in curable renovascular hypertension. 
It is believed that the procedure is well within the 
practical range of the interested physician. With 
this method, both diagnosis and treatment are 
specific. Aortography, which at best entails risks 
and doubtful results, is seldom. necessary. 

The basic characteristic of unilateral renal ische- 
mia acsociated with curable hypertension is an 
excessive reabsorption of water as the glomerular 
filtrate passes down the ischemic nephron. No other 
type of unilateral renal disease occurring in normo- 
tensive patients shows this increased reabsorption 
of water. Unilateral renal ischemia differs in its 
functional pattern from all other forms of renal 
disease and can be recognized by comparative 
measurement of the reabsorption of water in the 
ischemic kidney and the normal kidney. It has been 
found that para-aminohippuric acid (PAH) is equal 
to inulin as an indicator of comparative reabsorp- 
tion of water, and since PAH-determination is a 
relatively simple laboratory procedure easily incor- 
porated in routine hospital procedure, the use of 
PAH rather than inulin is recommended. The author 
discusses seven conditions necessary for meaningful 
ureteral catheterization during the measurement 
procedure, including the infusion of urea and anti- 
diuretic hormone in saline. The procedure should 
be explained to the patient several days before the 
study is to be made, so that he will understand 
that the test is not painful and particularly that 
the cystoscope will be introduced under complete 
regional anesthesia. Although the physician needs 
to determine only the simultaneous urinary flow 
rate and the PAH concentration of each kidney, in 
order to diagnose curable unilateral renal hyper- 
tension, it is extremely useful to calculate the abso- 
lute renal plasma flow for each kidney also, by 
determining the true serum concentration of PAH. 
This information indicates the extent of hypertrophy 
in the contralateral normal kidney and whether this 


- kidney has a satisfactory renal plasma flow. Since 


essential hypertension may have as its only renal 
defect a slight reduction in renal blood fiow, this 
determination may become highly important in 
certain cases. 
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> Books for review which were received during the period 
from August 5 to September 5 are listed on pages A-181 to 
A-190. Reviews of these books will be published as space 
permits. 


>» HAEMATOLOGY. By R. B. Thompson, M.D., F.R.C.P., 
Senior Lecturer in Medicine, King’s College Medical School, 
University of Durham; Assistant Physician, Royal Victoria 
Infirmary and Princess Mary Maternity Hospital, Newcastle 
upon Tyne. Cloth. Pp. 306, with illustrations. Price $6.00. 
J. B. Lippincott Company, East Washington Square, Phila- 
delphia 5, 1961. 


This is a small, very well written book in which 
the major hematologic disorders are briefly but 
comprehensively discussed. Laboratory technic is 
omitted, as are discussions of rare diseases. 

Among the better discussions are those related 
to the hemolytic anemias, megaloblastic anemias, 
and diseases of the lymph nodes. The section de- 
voted to clinical manifestations of Hodgkin’s disease 
is unusually well done. The malignant hematopoietic 
disorders are discussed; treatment is more thorough- 
ly detailed in the section on leukemias than ‘are 
the clinical manifestations. Hemorrhagic disorders 
are briefly considered. 

Simplification has perhaps been overemphasized 
in a number of areas. This is noticable in the dis- 
cussion of the diagnosis of chronic granulocytic 
leukemia. It would seem, on the basis of the pres- 
entation, that this diagnosis is easily made, almost 
without question; whereas, in truth, there are many 
instances in which the differential diagnosis be- 
tween leukemia and a granulocytic leukemoid re- 
action, or a phase of one of the myeloproliferative 
disorders, other than chronic granulocytic leukemia, 
cannot too easily be made without special pro- 
cedures such as alkaline phosphatase stains of the 
blood smears. Similarly, DiGuglielmo’s disease is 
rapidly dismissed in the section on acute"leukemia, 
whereas it might better have been discussed in the 
sections on megaloblastic anemias and myelopro- 
liferative disorders. 

This book may be of value as a comprehensive 
review for men in general practice, and may well 
be a good text for the instruction of nurses. If one 
were considering purchase of a text in hematology 
to supplement the sections in the general medical 
books, it would seem that a larger, more detailed 


volume would be a better investment. 
Swney J. Katz, D.O. 
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> ANAESTHETIC ACCIDENTS. The Complications otf 
General and Regional Anaesthesia. By V. Keating, M.B., 
B.Ch., D.A., F.F.A., R.C.S., Consultant Anaesthetist to the 
Manchester Regional Hospital Board (Burnley and Dis- 
trict); formerly Consultant Anaesthetist and Lecturer in 
Anaesthetics, University College Hospital of the West In- 
dies; Senior Specialist in Anaesthetics, Royal Army Medical 
Corps. Ed. 2. Cloth. Pp. 288, with illustrations. Price 
$5.50. The Yearbook Publishers, Inc., 200 East Illinois 
Street, Chicago, 1961. 


If one could have only a small reference library, 
this book would be a valuable choice. It contains 
a great deal of information on physiology and phar- 
macology as they affect the circulatory and respira- 
tory systems and provides a background for treat- 
ment of anesthetic complications. It is the opinion 
of this reviewer that too much prominence cannot 
be given to the work of the physiologist and phar- 
macologist in any book on anesthesia. The derange- 
ments which can occur so readily and rapidly in 
the course of anesthetic administration can be diag- 
nosed and treated only if one knows the normal. 

The chapter on spinal anesthesia and its com- 
plications is especially good, replete with the quali- 
ty of advice that comes only from rich experience. 
For a physician who says modestly, “Much of my 
career as an anaesthestist has been spent in isolated 
places,” it can only be said that he demonstrates 
extensive knowledge of his subject. 

The second edition is 28 pages longer than the 
first edition, which it was also my pleasure to 
review. Although British in terminology, its useful 
information is universal. The book can be highly 


recommended to anyone in anesthesiology. 
A. A. GoLpEn, D.O. 


> A FUNCTIONAL APPROACH TO TRAINING IN 
CLINICAL PSYCHOLOGY. Via Study of a Mental Hos- 
pital. By Abraham S. Luchins, Ph.D., Professor of Psy- 
chology, University of Miami, Coral Gables, Florida. Cloth. 
Pp. 288. Price $7.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1959. 


This volume is concerned with the training of clini- 
cal psychologists. It was prepared especially for 
students who are brought into a state hospital for 
part of their professional education. It is intended 
to facilitate the efforts of the student and hospital 
staff to provide mutual benefit in their association. 

First comes a detailed discussion of the hospital, 
its physical setup, the rationale of its plan and 


177 


i 
| 
| 
fe 
| | 
| | 
| 
| 
| 
| 
( 
i| 
| 
| 
1 
| 
| 
j 
5 
4 
| 


layout, the patient population, special services of- 
fered, the nonprofessional workers, admission pro- 
cedures, relationships with community hospitals, 
the organizational structure, and the legal position 
of the hospital. This short, concise essay furnishes 
a clear description of the state hospital. Chapter 
two describes the personnel equally well, beginning 
with the hospital aide and his responsibilities and 
training. There is a comparison of the roles of aides, 
nurses, and doctors. Then there is given a routine 
for the study of patients and the selection of a hos- 
pital role for them. Perhaps of major significance 
is the consideration of the “patient as a person’; all 
too often the patient in a state hospital becomes 
just a number or a statistic. 

There are discussions of work details, diagnostic 
procedures, and therapy. The chapter on therapy, 
fifty pages in length, is a significant contribution; 
it furnishes an excellent description of methods now 
in standard usage, outlining in a relatively short 
space how psychiatric patients are treated and what 
can be expected. 

The book also discusses the relationship of the 
hospital to the community, and shows how commu- 
nity resources are utilized and how the hospital 
can be brought into the community. 

The final chapter concerns audit functions and 
some action research projects. 

While the book purports to be a specialized pres- 
entation, it actually provides an education in an 
area commonly overlooked by physicians. 

Tuomas J. Meyers, Px.D., D.O. 


> A TEXTBOOK OF PATHOLOGY. An Introduction to 
Medicine. By William Boyd, M.D., Dipl. Psychiat., M.R.C.P. 
(Edin.) Hon. F.R.C.P. (Edin.), F.R.C.P. (Lond.), F.R.C.S. 
(Can.), F.R.S. (Can.), LL.D. (Sask.), (Queen’s), D.Sc. 
(Man.), M.D. (Oslo), Professor Emeritus of Pathology, The 
University of Toronto; Visiting Professor of Pathology, The 
University of Alabama; formerly Professor of Pathology, 
The University of Manitoba and the University of British 
Columbia. Ed. 7. Cloth. Pp. 1370, with illustrations. Price 
$18.00. Lea & Febiger, Washington Square, Philadelphia 6, 
1961. 


This is the first revision in 8 years of a classic text 
in pathology. The author has brought the book up 
to date, adding reviews of such relatively new topics 
as inborn errors of metabolism and the chromosomal 
abnormalities. Pathologic entities identified and de- 
scribed during the past decade have also been 
included. Revision of classifications and theories 
has been carried out, bringing the text into line 
with current medical literature. The illustrations 
are numerous and, for the most part, satisfactory. 

The book is divided into two major sections: 
(1) the basic principles of pathology, and (2) the 
systemic pathology discussed as “regional” patholo- 
gy. Basic principles are well described; often the 
clinical applications are developed, so that the 
material is interesting, reads well, and is clinically 
applicable. The author’s premise that pathology is 
not a static subject but rather a reflection of abnor- 
mal function is constantly emphasized. The enthusi- 
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asm of the author for his subject is evident through- 
out the text and enhances the readability of the 
book. 

Occasional discrepancies do occur, primarily in 
the chapter on the blood. In a statement about the 
abnormal hemoglobins, hemoglobin D is mentioned 
as being the Rh factor. This certainly is not true. 
That acute leukemia is rare after age 25 is also not 
consistent with known facts. 

It is difficult to be conservative in recommending 
this book. Although a number of other excellent 
general texts in pathology are available, this book 
is recommended without reservation. Students now 
in medical school should not consider their studies 
in pathology complete until they have been exposed 
to Dr. Boyd’s superb book. 

Swney J. Katz, D.O. 


> COMPLICATIONS IN SURGERY AND THEIR MAN- 
AGEMENT. Edited by Curtis P. Artz, M.D., F.A.C.S., 
Associate Professor of Surgery of the University of Missis- 
sippi; and James D. Hardy, M.D., F.A.C.S., Professor and 
Chairman of the Department of Surgery of the University 
of Mississippi. Cloth. Pp. 1075, with illustrations. Price 
$23.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1960. 


Sixty-nine contributors have joined efforts to pro- 
duce this comprehensive and valuable volume. 
From the beginning point that mistakes and pit- 
falls are the best means for learning—far better 
than “accidental correctness’—these authors ex- 
amine possible complications of many phases of 
surgical treatment. Among them are complications 
of antibiotic therapy, blood transfusions, parenteral 
fluid therapy, anesthesia, radiation therapy, opera- 
tions for cancer, and of a number of operations 
such as thoracoplasty, pulmonary resection, mitral 
commissurotomy, vascular repairs, and gastroin- 
testinal procedures. There are discussions of various 
aspects of “ordinary” operations, such as the effect 
of age, psychologic concomitants, the effects of such 
chronic disease as diabetes, and the management 
of pain. 

Some of the information presented here is avail- 
able in the standard surgical texts, and other parts 
of it have appeared from time to time in the peri- 
odical literature. However, for the most part this 
is a new venture in the field of textbooks. It has 
been prepared with the experienced surgeon in 
mind, as well as the student and resident. The 
authors hope that the book will be consulted before 
the operation, to review possible complications and 
to suggest steps toward their prevention. That fail- 
ing, the book also provides help for dealing with 
complications once they have occurred, or at least 
gives a therapeutic rationale from which to devise 
a reasonable treatment. 

It is regrettable that the method for closed-chest 
cardiac massage was not available in time for 
inclusion in this book; however, the hazard of 
publishing medical findings is that even seemingly 
well established procedures are subject to change 
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before the printer’s ink is dry. It is to be hoped 
that by the time this point is corrected in a suc- 
ceeding edition, another such stride in clinical re- 
search will make a similar criticism applicable to 
another part of the book. 


> SEA WITHIN. The Story of Our Body Fluid. By 
William D. Snively, Jr., M.D., Lecturer in Pediatrics, Uni- 
versity of Louisville School of Medicine; Attending Physi- 
cian, Evansville Child Health Conferences, Medical Depart- 
ment, Mead Johnson & Company. Cloth. Pp. 150, with 
illustrations. Price $3.95. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


As each great area of medical discovery becomes 
prominent in practice, the curiosity of the public 
is aroused and explanation in nontechnical terms 
becomes necessary. It would be helpful indeed if 
all such explanations could be as clear and respon- 
sible as Dr. Snively’s book on body fluids and elec- 
trolytes. He manages to be understandable while 
avoiding the pitfalls so common to this type of 
endeavor: assuming much too much, or assuming 
much too little (and “writing down” by being pa- 
tronizing ). This is a book that can be recommended 
to intelligent patients as a decent introduction to 
a very complex field. 


> MEDICAL ALMANAC. 1961-62. A compilation of 
general information, statistics and other data relating to 
medical care, medical education, medical organizations and 
literature, incidence of illness, and economic aspects of med- 
ical practice. Compiled by Peter S. Nagan, A.B., M.A., M.S. 
Paper. Pp. 528, with illustrations. Price $5.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 
5, 1961. 


This useful paperback is the first of what the pub- 
lisher hopes will be a regularly revised series of 
almanacs. It includes data from many sources. 
There is general information, and statistics and 
other data related to medical care, medical educa- 
tion, medical organizations and literature, the inci- 
dence of illness, and the economic aspects of med- 
ical practice. 


> EPILEPSY AND RELATED DISORDERS, Volumes 
I and II. By William Gordon Lennox, A.B., A.M., M.D., 
Sc.D. (Hon.), Associate Professor of Neurology, Emeritus, 
of Harvard University School of Medicine; formerly Chief 
of Seizure Division, Children’s Medical Center, Boston; 
National Consultant in Epilepsy to the Veterans Adminis- 
tration; President, International League Against Epilepsy; 
and Editor of “Epilepsia.” Cloth. Pp. 1168, with illustrations. 
Price $13.50. Little, Brown and Company, 34 Beacon Street, 
Boston 6, 1960. 


The name of the late William G. Lennox is familiar- 
ly associated with epilepsy. He is known both for 
his careful study of the clinical components of the 
condition and for doing much toward fostering a 
sensible attitude toward its victims. His writings on 
the subject are also well known; they include a 
book for laymen, Science and Seizures, and more 


JOURNAL’A.O.A:, VOL. 61, OCT. 1961 


than 200 articles. The many physicians who have 
admired his work in the past will be pleased to 
know that he and his daughter, a prominent neuro- 
physiologist, collaborated on a comprehensive trea- 
tise on epilepsy and related disorders. 

The book, in two volumes, is no hasty summary 
of methods of diagnosis and treatment, nor does it 
follow a specific formula of book construction. It 
is rather a long, slow, human, and very readable 
look at a troublesome topic. A small external mani- 
festation of this “human approach” is the identifica- 
tion of patients by their names (of course, with 
their permissions). The case histories reconstruct 
images of real people, so that the reader feels that 
he is not merely observing some skilled therapeutic 
formula in vindicative experiment, but rather shar- 
ing with the patient’s own doctor the task of making 
the best of the problems at hand. 

Perhaps all this would imply that the book is a 
chatty and droning account of an old doctor’s ex- 
periences. This is far from true; the book does not 
wander from its point, but merely uses narrative to 
reinforce and illustrate its statements. The Doctors 
Lennox are to be forgiven for a somewhat unedu- 
cated though very brief mention of osteopathic 
treatment. In general, one would have to regard 
this final work of the senior Dr. Lennox a fitting 
memorial to his long and dedicated service to per- 
sons afflicted with epileptiform disorders. 


>» MANUAL OF CARE FOR THE DISABLED PA- 
TIENT. By Arthur J. Heather, M.D., Medical Director, 
Eugene duPont Memorial Hospital and Rehabilitation Cen- 
ter; Section Chief, Department of Physical Medicine, Memo- 
rial Hospital; Associate in Medicine (Physical Medicine), 
Delaware Hospital, Wilmington, Delaware; Instructor in 
Physical Medicine and Rehabilitation, School of Medicine, 
University of Pennsylvania, Philadelphia. Cloth. Pp. 119, 
with illustrations. Price $3.75. The Macmillan Company, 
60 Fifth Avenue, New York 11, 1960. 


Hemiplegic, paraplegic, and quadriplegic patients, 
as well as those disabled by arthritides and neuro- 
logic diseases, all present similar possibilities for 
complications during long-term care. This small 
manual includes many practical suggestions for 
avoiding and treating certain complications. Among 
these are disorders of urination and elimination, 
the prevention and treatment of decubitus ulcers, 
nutrition, and use of prostheses. The book should 
be helpful to anyone responsible for caring for 
chronically disabled persons. 


> ESSENTIAL HYPERTENSION. An International Sym- 
posium, Berne, June 7th-10th, 1960, sponsored by CIBA. 
Edited by K. D. Bock, Basle; and P. T. Cottier, Berne. 
Cloth. Pp. 392, with illustrations. Price $9.00. Springer- 
Verlag, Germany. Ciba Pharmaceutical Products, exclusive 
U.S. distributors, 556 Morris Avenue, Summit, New Jersey, 
1960. 


Proceedings of an interesting symposium on essen- 
tial hypertension, sponsored by Ciba, are printed in 
this book. The papers are mainly applicable to 
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clinical practice, although they cover many topics 
on which no positive statements can yet be made. 
Among the speakers were some medical luminaries 
well know to English-speaking physicians: G. W. 
Pickering, I. H. Page, R. Platt, S. W. Hoobler, 
A. Grollman, and others. The topics range from 
genetic causation through late results of various 
treatments, and include both formal presentations 
and informal exchange of opinion. 


> RECENT ADVANCES IN BIOLOGICAL PSYCHIA- 
TRY. Volume III. The Proceedings of the Fifteenth Annual 
Convention and Scientific Program of the Society of Bio- 
logical Psychiatry, Miami, June 1960. Edited by Joseph 
Wortis, M.D., Associate Clinical Professor of Psychiatry, 
State University of New York, Downstate Medical College, 
Brooklyn, New York. Cloth. Pp. 241, with illustrations. 
Price $9.75. Grune & Stratton, Inc., 381 Park Avenue South, 
New York 16, 1961. 


When the Society of Biological Psychiatry was or- 
ganized, its main odjectives were to counteract the 
heavy emphasis on pure psychology in psychiatry 
and to encourage attention in research and practice 
on the “neural, neurologic, physical, physiologic” 
aspects. A growing emphasis on psychopharmacol- 
ogy has greatly changed the situation in the inter- 
vening years. Now the Society, as expressed by its 
current president, Joseph Wortis, considers its ob- 
jectives to tend more toward the encouragement of 
an experimental approach to practice. The papers 
in this book deal with drugs and somatic approaches 
in psychiatry, clinical studies, psychopharmacolgic 
research, and miscellaneous studies. Psychotherapy 
is included among the psychiatric modalities 
studied. 


® THERAPEUTIC RADIOLOGY. Rationale, Technique, 
Results. By William T. Moss, M.D., Assistant Professor of 
Radiology, Northwestern University School of Medicine, 
Department of Radiology, Chicago, Illinois; Director, De- 
partment of Therapeutic Radiology, Chicago Wesley Me- 
morial Hospital; Chief, Department of Therapeutic Radi- 
ology, Veterans Administration Research Hospital, Chicago, 
Illinois. Cloth. Pp. 403, with illustrations. Price $12.50. 
The C. V. Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1959. 


Although this book purports to be only an intro- 
duction to selected clinical problems in therapeutic 
radiology, it contains the kind of basic information 
that will make it useful to almost any physician 
concerned with the subject. The arrangement of 
subjects is by anatomic area to be treated, with 
special sections on basic principles and on selected 
soft-tissue tumors. Controversial points are dis- 
cussed from a variety of viewpoints, and special 
attention is given to practical patient care. No 
attempt is made to cover the field of radioisotope 
therapy; discussions are concerned only with indi- 
cations and limitations of conventional and super- 
voltage therapy. 
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The book is primarily intended for beginning 
radiotherapists, but the pathologist may also find 
it useful in learning the effects of radiation upon 
normal tissue. 


> ABDOMINAL OPERATIONS. With Special Articles by 
36 British and American Contributors. By Rodney Maingot, 
F.R.C.S., London. Ed. 4. Cloth. Pp. 1402, with illustrations. 
Price $29.50. Appleton-Century-Crofts, Inc., 32 W. 32nd 
Street, New York 1, 1961. 


The list of contributors to this revised text reads 
almost like a “who’s who in abdominal surgery.” 
However, the weight of worth is not in the list of 
authors; it is more surely in the text itself. Since its 
last edition in 1955 the book has been rewritten to 
include numerous advances in abdominal surgery. 
It has also been reset in a new format,.and over 
900 new illustrations have been added. Books with 
multiple contributors always have the problem of 
possible overlapping and omission, and of variation 
in excellence of presentation; however, in this case 
the problem is greatly minimized. The writing is 
almost uniformly excellent; references to current 
literature are multiple in all the sections; and none 
of the authors seem to be adverse to expressing a 
personal opinion now and again. 

This fourth edition can expect an even more 
enthusiastic reception than its predecessors. 


> HEALTHY BABIES—HAPPY PARENTS. By Henry 
K. Silver, M.D., Professor of Pediatrics, University of Colo- 
rado School of Medicine, Denver, Colorado; C. Henry 
Kempe, M.D., Professor and Chairman of the Department 
of Pediatrics, University of Colorado School of Medicine, 
Denver, Colorado; and Ruth Svibergson Kempe, M.D., 
formerly Chief of the Division of Mental Hygiene, Depart- 
ment of Public Health of the City and County of San 
Francisco, California. Cloth. Pp. 228, with illustrations. 
Price $4.50. McGraw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1960. 


Besides the normal routine of baby care, which 
must be explained each time a new family is 
started, there are dozens of minor but troublesome 
questions to be answered by any physician con- 
cerned with the care of newborns. The authors of 
this book have collected all the common questions 
and written answers to them. This information 
forms the first section of their very practical book 
for new parents. Information in the second section, 
on the general aspects of child care, is perhaps 
more usual to find in printed form, but equally 
useful to have readily available. 

The doctor might be well advised to familiarize 
himself with the contents of this book, to learn 


. what it says and whether it agrees with his own 


instructions to patients, and then to recommend it 
as he sees need. It will save him hours of question- 
answering and explaining. 


LOOKS 


BECAUSE MODILAC,IS 
THE ONLY MILK FORMULA 


THAT’S FLASH-STERILIZED 


Modilac is prepared by a “flash-sterilization 
—quick-cool’”’ method which sharply reduces brown- 
ing and caramelization caused by amino-sugar 
bonding and prolonged high temperatures. As a 
result, the color and flavor of milk are retained. 
Flash-sterilization also assures better retention 
of “protein value.” Of the 9 essential amino acids, 
none is markedly reduced in nutritive values. 


Modilac is sterilized in only 8 seconds at high 
i temperatures, then instantly cooled and canned. 
y In conventional processing, the formula is steri- 

lized in the can at high temperatures from 16 to 
22 minutes—then cooled slowly. 


Nutritional advantages of Modilac. It has been 
authoritatively reported! that babies receiving a 
flash-sterilized formula (Modilac), in general, 
performed more efficiently than those fed con- 
ventionally processed formulas. Protein value is 
intermediate between breast milk and 

cow’s milk. Corn oil replaces butterfat... 
helps to maintain linoleic acid blood levels ° ’ 
comparable to those of breast-fed infants 


... assures optimal caloric efficiency.2 | _ 
1. Mosovich, Luis L., Pessin, Vivian and Lowe, Charles U:: 4 MODILAC ( | 


Effects of Milk Composition on Baby Composition, AM. J. Dis. 
Child. 100: 791-792, 1960. 2. Adam, Doris J. D., Hansen, Arild j tom voheen 
E. and Wiese, Hilda F.; Essential Fatty Acids in Infant Nutri- 
tion, J. Nutrition 66: 555-564, 1958. 


Gerber, 


BABIES ARE OUR BUSINESS...OUR ONLY BUSINESS!® 
Gerber. Baby Foods 
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The principle that makes 


a duck sink... produces 


soft, normal stools 


in functional constipation 


DRY 


Water doesn’t roll off this duck’s back ... because the water 
is Surfak-treated. Surfak decreases interfacial tension between 
water and oil... penetrates the natural oils in the feathers, 
permits water absorption, adding weight so that the duck sinks. 

Similarly, in functional constipation, Surfak quickly perme- 
ates the heterogeneous fecal mass. The superior surfactant 
action of calcium bis-(dioctyl sulfosuccinate) reduces the inter- 
facial tension between the aqueous and lipoid phases of the 
intestinal content to minimal values. The result is soft homo- 
geneous feces which are easily moved to evacuation, naturally. 


\dults: One 240 mg. Surfak capsule daily. 


Children (and adults with minimal needs): One to three 50 mg. 
Surfak capsules daily. 


240 mg. Surfak capsules in bottles of 15 and 100. 50 mg. Surfak cap- 
sules in bottles of 30 and 100. 


| BROTHERS, INC. 


CINCINNATI 3, OHIO 
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when you prescribe estrogens in the menopause... 


consider that current medical opinion favors natural estrogens 


“I think most of us have agreed here that we would use natural estrogens rather than synthetic _ 


estrogens because of the likelihood of producing toxic ects with the synthetic a 


don’t use stilbestrol because it causes nausea in certain ber-of-people; we 


don’t use ethinyl estradiol very often because of headaches and nausea in occasional 
y y 


people and we prefer conjugated estrogens in its smallest amounts. ..”* 


*Transatlantic Telephone Symposium, The Effect of Estrogens in the Msageuitts i 
Amsterdam/New York, 1959. Transcript available on request. i 
Published, J.M.A. Alabama 29: 448 Sher) 196 1960. 


} 
in the menopause—there is 
no substitute for a — A; 
9977 | 
remarin: the oral estrogen that imparts a “‘se 
— 

Usual dosage: 1.25 mg. daily. Increase or decrease 
as required. Cyclic therapy is recommended (3 


week regimen with 1 week rest period) to avoid * 
continuous stimulation of breast and uterus. 


— 

| 

i 

| 
4 
| | 
ARE ; 
Vi? Sages > Ss ate 
H 
= 
(se-of ell-being2. __ 


Fascinating . . . how one curved figure seems to be longer than the other—even when 
you know they’re both the same. 


Two oral penicillins can be just as difficult to compare. If only the price of the drugs 
were to be considered, the choice would be clear. But isn’t it what a drug does that counts? 


\-Cillin IS” achieves two to five times the serum levels of antibacterial activity 


(ABA) produced by oral penicillin G.! Moreover, it is highly stable in gastric acid 
and, therefore, more completely absorbed even in the presence of food. Your patient gets 
more dependable therapy for his money. . . and it’s therapy—not tablets—he needs. 


For consistently dependable clinical results 
prescribe V-Cillin K in scored tablets of 125 and 250 mg. 


V-Cillin K, Pediatric, in 40 and 80-cc.-size packages. Each 5 cc. (approx- Sita y 
imately one teaspoonful) contain 125 mg. (200,000 units) penicillin V as 
the crystalline potassium salt. 


QUALITY / 


V-Cillin K® (penicillin V potassium, Lilly) 


1. Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:129, 1960. 
133273 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
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Conventions and 
meetings 


Academy of Applied Osteopathy, con- 
vention program and 25th anniversary 
meeting, Las Vegas, Nev., January 18-19. 
Acting Program Chairman, Margaret H. 
Raffa, 5009 Central Ave., Tampa 3, Fla. 
Secretary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of Osteopathic In- 
ternists, Eastern study conference, Phil- 
adelphia. March 16-18. Conference Sec- 
retary, Ralph J. Tomei, 3533 Ryan Ave., 
Philadelphia 36, Pa. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and the 
American College of Osteopathic Pedia- 
tricians, annual meeting, Americana Ho- 
tel, Bal Harbour, Fla., February 19-22. 
A.C.0.0.G. Program Chairman, John C. 
Dickinson, Jr., 3272 West Rd., Trenton, 
Mich. Secretary, Arthur A. Speir, Box 
66, Merrill, Mich. A.C.O.P. Program 
Chairman, Arthur Snyder, 386 N. E. 
167th St., North Miami Beach, Fla. Sec- 
retary, Martyn E. Richardson, 9553 Lack- 
land Rd., St. Louis 14. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral Ga- 
bles 34, Fla. 


American Osteopathic Association, 
Sixty-Sixth Annual Convention, Las 
Vegas, Nev., January 15-18. Pro- 
gram Chairman, W. Clemens An- 
dreen, Andreen Clinic, 1475 Ford 
Ave., Wyandotte, Mich. 


American Osteopathic College of Proc- 
tology, refresher course, May 7-8, annual 
clinical assembly, May 9-11, Eden Roc 
Hotel, Miami Beach, Fla. Program Chair- 
man, Edmund A. Bowman, 319 Fisher 
Rd., Grosse Pointe 30, Mich. Secretary, 
Earle F. Waters, 925 E. South Temple 
St., Salt Lake City 2, Utah. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Marriott 
Motor Hotel, Washington, D. C., Novem- 
ber 4-5. Program Chairman, Felix D. 
Swope, 1028 Connecticut Ave., N. W., 
Washington 6, D. C. Secretary, LeRoy 
W. Lovelidge, Jr., 201 E. Orange St., 
Lancaster, Pa. 


Idaho, see Washington. 

Indiana, annual meeting, Hotel Elk- 
hart, Elkhart, May 19-22. Secretary, 
Arabelle Baker Wolf, 4840 N. Michigan 
Rd., Indianapolis 8. 
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BARD-PARKER 
STERILE BLADES 


NOW you can take your choice between tradi- 


tional B-P RIB-BACK carbon steel or new B-P 


stainless steel blades. Both are available in a 


puncture-resistant, easily opened package... 


both assure you of maximum cutting efficiency 


every time. 


Whichever you choose 


BARD-PARKER COMPANY, INC. 
DANBURY. CONNECTICUT 


BARD. PARKER B-P RIB-BACK IT’S SHARP are trademarks 


A DIVISION OF BECTON DICKINSON AND COMPANY 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 21-23. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 16-18. Executive 
Secretary, Stan J. Sulkowski, 409 Scar- 
ritt Arcade, 819 Walnut St., Kansas 
City 6. 


New Jersey, annual meeting, Traymore 


Hotel, Atlantic City, March 9-11. Exec- 
utive Secretary, Mr. R. P. Chapman, 
1212 Stuyvesant Ave., Trenton 8. 


New Mexico, annual meeting, Western 
Skies Hotel, Albuquerque, April 12-15. 
Program Chairman, George C. Widney, 
Jr., 1125 Kent Ave., N. W., Albuquerque. 
Executive Secretary, Mr. L. Thomas 


‘Christison, P.O. Box 696, Albuquerque. 


North Carolina, annual meeting and 
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“Severe carbuncle caused by resistant Staphylococcus 
aureus in a patient with diabetes. .. .” 
(Previous antibiotic therapy ineffective.) 


carbuncle after (CYCLAMYCIN} 


IG¥oO. 
(Patient was afebrile after 6 days.) 


Albright, J.G., and Hall, W.H.: Antibiot. Med. & Clin. Therap. 6:283 (May) 1959. 


In skin and soft-tissue infections due to gram-positive patho- 
gens, © YCLAMYCIN provides dependable, specific therapy. 
CYCLANY CIN also effectively controls other common gram- 
positive infections, and has often proved to be of consider- 
able value against staphylococci resistant to most antibiotics. 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. 


Oral Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration and prescribing of 
CYCLAMYCIN, see descriptive literature or current Direction Circular. Philadelphia 1, Pa. 
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the 


irritable 
tract 


Milpath acts quickly to suppress hypermotility, 


hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 rag. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


ilpath 


®Miltown + anticholinergic 


() waLLACE LABORATORIES Cranbury, N. J. 
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ANNOUNCING: THE CARNATION WEIGHT REDUCTION PLAN 


EFFECTIVE MEAL-REPLACEMENT 
FORMULA DIETING PATIENTS CAN 


JPS CARNATION INSTANT NONFAT DRY 


THE CARNATION WEIGHT REDUCTION PLAN 
This Plan is a new meal-replacement weight reduction 
regimen based on milk products plus a standard multi- 
vitamin-mineral preparation you prescribe. Nutrition- 
ally balanced, the Plan supplies 1000 calories and 70 
grams of high-quality protein a day. 


EASY FOR PATIENTS TO MAKE 

Take the prescribed multi-vitamin-mineral preparation 
each day. 
Mix one day’s supply (4 glassfuls) of Carnation Plan 
Formula by stirring together: 

114 cups CARNATION INSTANT NONFAT DRY MILK 

1 quart WHOLE MILK 

COSTS ONLY 44¢ A DAY } 

The total expense for the Carnation Weight Reduction 
Plan—including the multi-vitamin-mineral preparation 
—is 44¢ a day. 


MULTI-VITAMIN- MINERAL | 


DELICIOUS NATURAL, FRESH MILK FLAVOR 
With the Carnation Diet Formula there is no artificial 
taste—only the familiar fresh-milk taste. Because of this 
natural milk flavor, patients can add their favorite 
flavors—like instant coffee, extracts, even chocolate—to 
avoid diet fatigue. 


AN EFFECTIVE, FLEXIBLE PLAN 
The concentration of high-quality protein in the Diet 
Formula helps satisfy the appetite, and at the same time 
keeps up the dieter’s energy. The Plan meets the Daily 
Adult Requirement for all vitamins and minerals for 
which minimums have been established. 

The physician prescribes the multi-vitamin-mineral 
preparation to supply the vitamin-mineral elements out- 
side the basic food drink. The physician may also wish 
to vary the number of meals the dieter replaces with the 
Carnation Plan Formula and the number of days the 


FRESH, WHOLE MILK 


patient stays on the regimen. In this way the physician 
is given the opportunity to adjust the regimen of the 
dieter to suit the needs of each individual patient. 


BULK — TO PROTECT AGAINST CONSTIPATION 
The Carnation Plan calls for snacks—low calorie vege- 
tables and greens like celery, cucumbers, radishes, green 
pepper, lettuce. These snacks are welcomed by the dieter, 
and they aid regularity. Plenty of water is generally 
recommended. 


FOR LONG-TERM WEIGHT CONTROL 


You may prescribe Carnation Nonfat Dry Milk apart 
from a meal-replacement diet. All patients interested in 
weight control can get important protein, calcium, and 
B-vitamins the low-calorie way. Only 81 calories in an 
8-ounce glass of liquefied Carnation Instant Nonfat 


Dry Milk. 
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Four glasses of the Carnation Weight Reduction 
Formula and the vitamin-mineral supplement* 
answer the Minimum Daily Adult Requirement 
for all known vitamins and minerals. Besides its: 
70 grams of high-quality protein, 100 grams of 
carbohydrate, and 36.8 grams of fat, the Carnation 


Weight Reduction Plan provides: : 
Multiples : 
of M.D.R. : 
: Vitamin A 6540 Units > 
Vitamin D 500 Units 
: Ascorbic Acid (C) 76 Mg. 25 
Thiamin 5.77 Mg. 
: Riboflavin (B:) 8.6 Mg. 7 
:  Niacinamide 16.8 Mg. 
> Iron 11.8 Mg. 11 
: Calcium 2.7 Gm. 3 
Phosphorus 2.1 Gm. 28: ° 
: Iodine 0.56 Mg. 
: Pyridoxine (Bs) 1.42 Mg. 
: Ca Pantothenate 11.8 Mg. > 
‘Vitamin Bus 2.0 Mcg. 
: Vitamin E 10.6 Units ae 8 
: Sodium 1.1 Gm. 
: Potassium 3.0 Gm. 
: Manganese 1.0 Mg. ee 
Magnesium 1.3 Gm. 
Copper 1.6 Mg. +e 
Zinc 8.0 Mg. es 
Calories 1000 


*Calculations are based on a standard multi-vitamin- 
mineral supplement, 1% cups Carnation Instant Nonfat 
Dry Milk, and 1 quart of whole milk. 

**M.D.R. (Minimum Daily Requirement) has not been 
established. 


. 
. . 


FOR CONVENIENCE: CARNATION WEIGHT 
REDUCTION PLAN FOLDERS FOR YOUR, PATIENTS 
They describe the Plan fully, 
concisely. They supply complete 
directions. Simply write to: 
CARNATION COMPANY, DEPT. MN-101, 
LOS ANGELES 19, CALIFORNIA. 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


for function “B 
disorders of the | 
menopause C = | 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine halance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


} 


PARASYMPATHETIC | 
LEVEL: 

Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 
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refresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 
man, Joseph H. Huff, Box 1177, Burling- 
ton. Secretary, Walter C. Eldrett, 310 S. 
Main St., Hendersonville. 


Oklahoma, annual meeting, Hotel Tul- 
sa, Tulsa, November 7-9. Program Chair- 
man, James C. Hulsey, 2408 S. Central, 
Oklahoma City 9. Executive Secretary, 
Mr. Walter L. Gray, 820 Braniff Bldg., 
Oklahoma City. 


Oregon, see Washington. 


Pennsylvania, annual meeting, Penn 
Sheraton Hotel, Pittsburgh, May 17-20. 
Executive Director, Mr. Thomas M. Fo- 
garty, 1941 Market St., Harrisburg. 


South Dakota, annual meeting, Rapid 
City, May 6-7. Program Chairman, L. A. 
Deitrick, Bison. Secretary, Earl W. Hew- 
lett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Paris Land- 
ing Inn, Buchanan, May 6-9. Secretary, 
Paul Grayson Smith, Box 63, Pikeville. 


Texas, annual meeting, Texas Hotel, 
Fort Worth, May 3-5. Program Chairman, 
Robert R. Ling, 103-105 Center Dr., 
Galena Park. Executive Secretary, Phil R. 
Russell, 512 Bailey St., Fort Worth 7. 


Washington, Oregon, and Northern 
Idaho, annual meeting, Olympic Hotel, 
Seattle, Wash., June 7-9. Secretary, Lon 
A. Hoover, 1219 Sixth Ave., Tacoma 5. 


West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, Oc- 
tober 15-17. Annual meeting, Daniel 
Boone Hotel, Charleston, May 13-15. Ex- 
ecutive Secretary, Mr. Gilbert D. Brooks, 
313 Berman Bldg., Charleston 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 7-9. Program Chair- 
man, A. Reid Johnston, 1298 King St., E., 
Hamilton. Secretary, William K. Church, 
85 Neywash St., Orillia. 


State and 


national boards 


Alaska basic science examinations 
given on request. Address R. Harrison 
Leer, M.D., secretary, Board of Exam- 
iners, Alaska Office Bldg., Juneau. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix, 22. 

Basic science examinations December 
19 at the University of Arizona, Tucson. 
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Until his cold is cured 


Recommend Ben-Gay for greater comfort 


BEN-GAY®, applied topically, penetrates deeply to help relieve muscular 
aches and congestion of head and chest colds. It is rapidly absorbed to 
provide local analgesia with high-concentration methyl salicylate plus 
soothing, menthol-induced warmth. BEN-GAyY also eases muscular and 
joint pain caused by strain and over-exertion. 

Greaseless, Stainless BEN-GAY and original BEN-Gay are available in 
114-0z. and 3-o0z. tubes. Children’s BEN-Gay (greaseless, stainless only): 
114-0z. tubes. Thos. Leeming & Co., Inc., New York 17, N.Y. 


greaseless, stainless 


Ben- 


Gay 


reliable, conservative pain relief’ 


Address Millard G. Seeley, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


Arkansas examinations given on re- 
quest. Address E. M. Sparling, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 222 Thompson Bldg., Hot Springs 
National Park. 

Basic science examinations October 19- 
20. Address Mr. A. W. Ford, commis- 
sioner, Board of Education, Little Rock. 


Colorado examinations’ in Decem- 
ber. Address Miss Mary M. McConnell, 
secretary, Board of Medical Examiners, 
715 Republic Bldg., Denver 2. 

Basic science examinations in Decem- 


ber. Applications must be filed 2 weeks 
in advance. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 


Connecticut examinations Novem- 
ber 14-15. Applications must be filed in 
advance. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 


Delaware examinations January 9- 
11. Address Joseph S. McDaniel, M.D., 
secretary, Board of Medical Examiners, 
Professional Bldg., Dover. 


District of Columbia ‘examinations 
December 11 and 12. Address Mr. Paul 
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NEW 


for more effective 


Mylanta Tablets: 


ONE TABLET CONTAINS: 
Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(Dried Gel) 
Methylpolysiloxane (activated). 20 mg. 


Mylanta Liquid: 
ONE TEASPOONFUL CONTAINS: 


Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(equiv. to Dried Gel, U.S.P.) 


Methylpolysiloxane (activated). 20 mg. 


SUGGESTED DOSAGE: To be taken 
between meals and at bedtime. Tablets: 
One or two tablets, well chewed. 
Liquid: One or two teaspoonfuls. 


AVAILABLE: Boxes of 100 MyLanta 
TABLETs and 12 ounce bottles of My- 
LANTA Ligur at all pharmacies. 


Write for professional samples. 


12769/ 4108 


and gastrointestinal distres ; 


peracidity 


Combines 


The best known antiflatulent MYLICON 


The best known antacids . . + ANTACID 
(Magnesium Hydroxide, Aluminum Hydroxide) 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress. MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster * Works longer « No chalky taste * Soft easy-to-chew 
tablets * Pleasant tasting liquid » Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA 
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Injectable 
| potency in 
| | oral form 


| 100 Tablets No. 6842 


Potent B-Complex SUR with 500 mg. of C 


Abbott's 
High-Potency 
Vitamin B 
Complex with 
Vitamin C. 


| 
Actual size of a capsule Size of a standard Actual size ABBOTT 
containing the B-Complex 500-mg. tablet ofacompact. , 
and liver in Surbex-T of ascorbic acid Surbex-T Filmtab 

of wits 
rt, SURBEX-T™.. part of therapy when the water soluble vitamins are depleted or demands increased 
oss 


During acute or chronic illnesses: 


Cardiovascular conditions Liver diSorders 
Gastrointestinal disorders Hyperthyroidism 


Before or after surgery. 
In severe burns, fractures, infections. 


During prolonged oral administration of 
antibiotics; during radiation therapy. 


When restrictive diets follow depletions 
caused by illness. 


For depletions due to alcoholism. 


TM —TRADEMARK FILMTAB —FILM-SEALED TABLETS, ABBOTT 110035 


...and, when need is modified, 


Each Filmtab® Surbex-T represents: 


Thiamine Mononitrate (B:)............. 15 mg. 
Pyridoxine Hydrochloride................ 5 mg. 
Cobalamin (Vitamin Biz)................ 4 mcg. 
Calcium Pantothenate................. 20 mg. 
(as calcium pantothenate racemic) 
Ascorbic Acid (as sodium ascorbate)... . . 500 mg. 
“Desiccated Liver, N. F.................. 75 mg. 


Supplied in bottles of 100 and 1000 


Abbott’s improved B-complex formula with 250 mg. of C. 


: 
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No water is used in the Filmtab process. Potency is enhanced as 
there is virtually no chance of moisture degradation to nutrients. 
Shellac sub-seal barriers are not needed or used. 

This contrasts with other methods of manufacture. Moisture is 
actually a part of the gelatin capsule, while sugar coatings must be 
applied with water. 

There are other Filmtab advantages, too, and several of these 
can be particularly appreciated by your patients. 


Odor and after-taste are sealed inside the colorful Filmtab. 


Tablets are up to 30% smaller, and much easier to swallow. 


This latter point furnishes still further benefits. Absorption is speeded 
as sugar’s bulk and sub-seals are eliminated. Filmtab coatings are 
less likely to break or crack, as sugar is crystalline in nature. 

In short, while good formulas may be similar, formulations do 
differ. Filmtab coatings can often furnish a logical basis for choice. 


TM—Trademark. Filmtab—Film-sealed tablets, Abbott 110036 


Filmtab coated 
Vitamins by Abbott 


B-complex with C formulas 
Surbex-T™ 
Sur-bex® with C 


Maintenance Formulas 
Dayalets® 
Dayalets-M® 


Therapeutic Formulas 
Optilets® 
Optilets-M® 


Patients get a honus 
| | Q when you prescribe le 
Filmtab’ coated vitamins | 


ow would you design 
a tranquilizer 
specifically for the 
tense working adult? 


wouldn’t you 
want it to be: 


see how closely these ATARAX 
advantages meet your standards 


versatile and 
remarkably 
well tolerated 


efficacious 


calming, seldom 
impairing 
mental acuity 
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ATARAX “... was used in higher-than-usual dosages (200 to 1600 mg. 
daily). ... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
useful to both the psychiatrist and the general practitioner. .. .”’2 


“,..hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....’”” Most patients “... with commonly en- 
countered neuroses such as anxiety states occurring in business executives, 
in laborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 
ciated organic disease...” were treated successfully.} 


Working adults “...seldom experience drowsiness or impairment of in- 
tellectual function with therapeutic doses.” 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety — alcoholism — ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.4 In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. - q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg daily: in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 nal 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 

References: 1. Garber, R. C.: J. Florida M. — 45:549 st te 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, F. J., Jr.: Psychotropic 
Drugs, S. Garattini — = on. eds., New York, Elsevier Publishing Co., 1957, 


p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 
TO TRANQUILITY 
(brand of hydroxyzine HCl) 


New York 17, N. Y. VITERRA 
Division, Chas. Pfizer & Co., Inc. Therapeutic Capsules for 
Science for the World’s Well- Being® vitamin-mineral supplementation 
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CREAM 


buff-colored Til Sulfa Cream, 


é 
| LOCAL. CERVICOVAGINAL 
gens and even helps eradicate “difficult” 
trichomonads by restoring the normal 
vaginal pH. Outstandingly effective in many 
A er Cervic: tric and gynecologic conditions, this triple sulfon- Postpartum | 4 
Cervical or Vaginal Surgery amide cream promotes rapid healing, relieves inflammation, = 
"minimizes discomfort, and significantly reduces odor and 
discharge. Supplied: 78 Gm. tube with or without applicator. bi: 
Also available: SULTRIN Triple Sulfa Vaginal Tablets. 
ours 3 ULFACETAMIDE 2.86%, AMIDE 2.7%, AN 


physicians 
Salt) 


a margin of safety with 
7 butterfat replacement in | 
Baker’s Modified Milk 


Total replacement of butterfat with highly refined vegetable oils 
provides definite advantages in the feeding of infants. 


Baker’s Modified Milk replaces a// butterfat 
CO gain: 


e reduced incidence of vomiting and diarrhea resulting from the 
absence of butyric, and reduction of caproic acids.! 


‘iit ii e no sour odor of regurgitation since butyric acid has been 


Mosby (1947) 2. Hoagland, R. & Snider, eliminated. 
G. G. : J. Nutrition 26:219 (1943) 3. Hansen, 
A.E., etal: J. Nutrition 66:565 (1958) 


e increased digestibility and fat absorption resulting from a % 
reduction of the high-molecular-weight saturated fatty acids — 
palmitic and stearic.” 


@ optimum caloric efficiency and protection of skin integrity 
because 6% of calories are present as essential linoleic acid.? 


Since the infant’s health depends upon tota/ adequacy of his diet, 
Baker’s Modified Milk also provides an optimum protein level 
(3.7 grams per kg. of body weight per day), 7% carbohydrate 
as multiple sugars, and the Recommended Daily Allowances 
of vitamins and iron. 


That is why...more and more physicians and hospitals specify 
Baker’s Modified Milk. It is complete. Made only from Grade 
A milk. Liquid or powder— at low cost per feeding. 


Bakers 
MODIFIED MILK 


scientifically formulated to duplicate 
the nutritional results of human milk 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 


OPTIMUM NUTRITION 


Providing all the normal dietary requirements 
plus a reserve for stress situations while avoiding 
the hazards of excessive amounts of individual 
nutrients. 
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keep hay fever under control” 


HYDROCHLORIDE 


METHDILAZINE 


HYDROCHLORIDE, 


MEAD JOHNSON 


prolonged antiallergic / antipruritic action 


RESULTS OF TACARYL HYDROCHLORIDE THERAPY IN 520 ADULTS AND CHILDREN WITH 
HAY FEVER AND PERENNIAL RHINITIS* 


EXCELLENT PATIENTS 21% 


GOOD 250PATIENTS 48% 


FAIR 162PATIENTS 31% 


*Adapted from Crepea, S. B.1 


dosage: Adults: Tablets—One tablet (8 mg.) twice 
daily. Syrup—Two 5 cc. teaspoonfuls (8 mg.) twice 
daily. Chewable Tablets—Two tablets (7.2 mg.) twice 
daily. Children: One-half adult dosage. Adjustment 


of dose or interval may be desirable for some patients. 


side effeets: Drowsiness has been observed in a 
small percentage of cases. Dizziness, nausea, head- 
ache, and dryness of mucous membranes have been 
reported infrequently. 

contraindications: There are no known contraindi- 
cations. 

cautions: If drowsiness occurs after administration 
of ‘Tacaryl Hydrochloride or Tacaryl Chewable Tab- 
lets, the patient should not drive a motor vehicle or 
operate dangerous machinery. Since Tacaryl Hydro- 


chloride or Tacaryl Chewable Tablets may display 


Degree of Relief: Excellent (90% to 100%); Good (60 to 90%); Fair (0 to 60%). 


potentiating properties, they should be used with 
caution in patients receiving alcohol, analgesics, or 
sedatives (particularly barbiturates). Because of 
reports that phenothiazine derivatives occasionally 
cause side reactions such as agranulocytosis, jaundice, 
and orthostatic hypotension, the physician should be 
alert to their possible occurrence— though no such 
reactions have been observed with Tacaryl Hydro- 
chloride or Tacaryl Chewable Tablets. 


supplied: Scored tablets, meditim coral, 8 mg., bottles 
of 100. Syrup, 4 mg. per 5 cc. teaspoonful, 16 oz. bot- 
tles. Chewable Tablets, pink, 3.6 mg., battles of 100. 


references: (1) Crepea, S. B.: J. Allergy 31:283-285 (May- 
June) 1960. (2) Clinical Research Division, Mead Johnson & 
Company. (3) Wahner, H. W., and Peters, G. A.: Proc. Staff 
Meet. Mayo Clin. 35:161-169 (March 30) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC. 
MORTON GROVE, ILL. 


COMPOSITION: Qne FERROLIP Tablet supplies 333 
mg. of FERROLIP (iron choline citrate chelate), equiva- 
lent to 40 mg. of elemental iron. One teaspoonful (5 ml.) 
of FERROLIP 50 mg. Syrup contains 417 mg. of FER- 
ROLIP, equivalent to 50 mg. elemental iron. One tea- 
spoonful (5 ml.) of FERROLIP 20 mg. Syrup contains 166 
mg. FERROLIP, equivalent to 20 mg. elemental iron. Each 
ml. of FERROLIP Pediatric Drops contains 208 mg. 
FERROLIP, equivalent to 25 mg. elemental iron in a 
pleasantly flavored, nonalcoholic, sorbitol vehicle. 
ACTION AND U. SES: For treatment of iron-deficiency 
anemias. The iron in FERROLIP is held as a chelate 
complex similar to the way iron is held in the hemoglobin 
molecule. As a result, unlike freely dissociated iron salts, 
FERROLIP does not release high concentrations of free 
ionic iron which have been reported to cause G.I. dis- 
tress. And the iron stays in solution throughout the pH 
range of the G.J tract for greater absorption and utiliza- 
tion. FERROLIP is tolerated by patients who can't tolerate 
any other iron preparation. t can even be given on an 
ty stomach. F ROLIP is also safer to 
there is no mass release of free iron into the serum with sub- 
sequent risk of toxic elevations. The it wea is released at a 
physiologic rate. Thus, an excellent therapeutic 
can be achieved with greater safety and with few, 
any, side effects. 


ADMINISTRATION AND DOSAGE: Adults: 1 to 2 * 
FERROLIP tablets or | to 2 teaspoonfuls of FERROLIP 
50 mg. Syrup t.i.d.; children, 6 years and older: 1 FER- LJ . a 


ROLIP tablet or 2 teaspoonfuls of FERROLIP 20 mg. 


Syrup t.i.d. Pediatric Drops: 0.5 cc. (9 drops) supplies 
M.D.R. for prophylaxis in infants and children 
up to 6 years; therapeutic dose: multiples of 1 cc. (18 


drops—25 mg.) as determined by physician. 
HOW SUPPLIED: FERROLIP Tablets: bottles of 100 


and 1000. FERROLIP 50 mg. Syrup: pints. FERROLIP 
20 mg. Syrup: pints and gallons. FERROLIP Pediatric 
Drops: 30 cc. plastic, squeeze bottles. 


ALSO AVAILABLE: FERROLIP Pius Tablets—for the 


treatment of microcytic and macrocytic anemias, combine 
ferrocholinate with the essential B vitamins including 
By: and vitamin C. One tablet b.i.d. In bottles of 60 and 


500 tablets. Also FERROLIP Plus Liquid: 1 or 2 tea- 


spoonfuls t.i.d. In pint bottles. 

FERROLIP OB Tablets—a comprehensive hematinic 
formulation for optimal supplementation during gesta- 
tion—combines ferrocholinate; calcium salts; the essential 
B vitamins including B12; vitamins A and D; and vitamin 


C. One tablet t.i.d. In bottles of 100 tablets. Also FER- ® 
ROLIP-T—an exceptionally palatable liquid supplying 
high potencies of vitamin B; and Biz to stimulate appetite 


in finicky eaters and convalescing individuals of all ages, 


and to promote optimal growth in below-par children, 
plus generous amounts of vitamin Bs to improve protein 
utilization, and iron in the form of FERROLIP to over- 
come any concomitant iron-deficiency anemia. One tea- 
spoonful daily. In bottles of 4 fluid ounces. 

U.S. Pat. 2,575,611 


LITERATURE: ON REQUEST 


1. FERROLIP is Chelated: a process that binds iron in a chelate complex. Iron is released at a rate 
the body can handle, not in large amounts that irritate the gastric mucosa. 2. FERROLIP is not 
astringent—does not precipitate protein—/s soluble in both acid and alkaline media. 3. FERROLIP 
remains in solution throughout the pH range of the G.I. tract, permitting maximum utilization and 
absorption. 4. FERROLIP is so well tolerated it can be given to any patient (even to patients with 
peptic ulcer). 5. FERROLIP is safer to give—safer to keep in the home because chelated iron is 
essentially nontoxic. 6. FERROLIP produces an excellent hematological response.} 


*This listing prepared by FLINT, Eaton & Company for Physician's Desk Reference. 
1, Franklin, M., et a/.: JAMA 166:1685, 1958. 
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DIVISION OF BAXTER LABORATORIES, INC, 
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| For Complete Symptomatic Relief of Colds 


COMPOUND 


TABLETS 
a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 
A each Hycomineé Tablet contains: 
f @ antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
: muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 

@ antihistaminic — 2 mg. chlorpheniramine maleate 

e nasal decongestant — 10 mg. phenylephrine hydrochloride 

e analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 

e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day..May be habit forming. 
Federal law permits oral prescription. 


Literature on request 


® 
Endo ENDO LABORATORIES «¢ Richmond Hill 18, New York 


Pat. 2,630,400 
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“If I wasn’t so bashful 


I would show you how clear and 


free from diaper rash 


my skin is...thanks 


to doctor telling 7 


mommy to use 


Desitin Ointment 


Registration 


and Education, 
Bldg., Springfield. 


Capitol 


Iowa basic science examinations 
January 9 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exam- 
iners, Wartburg College, Waverly. 


Kansas examinations during first 2 
weeks in January. Address Francis J. 
Nash, M.D., secretary, Board of Healing 
Arts, New Brotherhood Bldg., Kansas 
City, Kans. 

Basic science examinations November 
3-4 at Kansas State College, Pittsburg. 
Applications must be filed 30 days prior to 
examinations. Address Dr. L. C. Heckert, 
secretary, Board of Basic Science Ex- 
aminers, Kansas State College, Pittsburg. 


Kentucky examinations in Decem- 
ber. Address Mrs. Ray Wunderlich, di- 
rector, Medical Licensure and Registra- 
tion, Board of Health, 275 E. Main 
Street, Frankfort. 


Maine examinations November 14- 
15. Address George F. Noel, D.O., sec- 
retary, Board of Osteopathic Examination 
and_ Registration, 20 Monument Sq., 
Dover-Foxcraft. 


Massachusetts examinations Janu- 
ary 9. Address David W. Wallwork, 
M.D., secretary, Board of Registration in 
Medicine, Room 37, State House, Boston 
33. 


Samples of soothing, 
protective, healing 
Desitin® Ointment... 
pioneer external cod 
liver oil therapy... 
on request. 


DESITIN 


CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. |. 


Also available: DESITIN HC OINTMENT with Hydrocortisone (1/4 % or 1% Hydrocortisone) — 
anti-inammatory, antipruritic steroid enhanced by the soothing, healing Desitin formula 
to control inflamed, itchy, eczematous and allergic skin conditions. 


Foley, deputy director, Department of 
Occupations and Professions, 1740 Mas- 


D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 


sachusetts Ave., N. W., Washington 6, lulu 14. 
Idaho examinations November 9 at 
Florida examinations in December. Boise. Address Mrs. Nan K. Wood, di- 


Applications must be filed in advance. 
Address Thomas F. Sheffer, D.O., secre- 
tary, Board of Osteopathic Medical Ex- 
aminers, Las Olas Hospital, 1516 E. Las 
Olas Hospital, Ft. Lauderdale. 


rector, Occupational License Bureau, De- 
partment of Law Enforcement, State 
House, Boise. 


Illinois examinations in January. 
Applications must be filed by the middle 
of December. Address Mr. Frederic B. 
Selcke, superintendent, Department of 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
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Minnesota basic science examina- 
tions January 9 at the University of Min- 
nesota, Minneapolis. Address Raymond 
N. Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, Min- 
neapolis 14. 


Nebraska examinations given on 
request. Address Mr. R. F. Kirkman, di- 
rector, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 

Basic science examinations January 9- 
10. Address Mr. Kirkman. 


Nevada examinations in January. 
Applications must be filed 2 weeks in 
advance. Address John H. Pasek, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 205-10 First National Bank Bldg., 
Minden. 

Basic science examinations January 9. 
Address Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Mexico Dr. M. C. Sims has 
been appointed a member of the Board 
of Examiners in the Basic Sciences to 
serve until 1963, replacing Dr. L. C. 
Boatman. 

Examinations January 15. Address L. 
D. Barbour, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
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Because it contains fibrinolysin— 
an active enzyme and not a pre- 
cursor’—ELASE quickly lyses fi- 
brinous materialin serum, clotted 
blood, and purulent exudates. It 
does not appreciably attack liv- 
ing tissue, nor does it have an irri- 
tating effect on granulation tissue 
in wounds.” 


As a “...feasible 
and rational ad- 
junct to the treat- 


ment of infected wounds,” ELASE 
may be used to advantage in a va- 
riety of exudative lesions. Partic- 
ularly beneficial results’ have 
been achieved in vaginitis and 
cervicitis...cervical erosions... 
surgical wounds...burns...chron- 
ic skin ulcerations...infected 
wounds...fistulas...sinus tracts 


See medical brochure for details of 
eee abscesses. administration and dosage. 
PACKAGE INFORMATION: ELASE Ointment is supplied 
in 10-Gm: and 30-Gm. tubes. Disposable vaginal applica- 
tors (V-Applicators) for instillation of ointment are avail- 
able separately in packages of 6. ELASE is also supplied in 
rubber-diaphragm-capped vials of 30-cc. capacity (not for 
parenteral use) for reconstitution with 10 cc. of isotonic 
sodium chloride solution. 

REFERENCES: (1) Coon, W. W.; Wolfman, E. F, Jr.; Foote, 
J. A., & Hodgson, P. E.: Am. J. Surg. 98:4, 1959. (2) Fried- 
man, E, A.; Little, W. A., & Sachtleben, M. R.: Am. J. Obst. 
& Gynec. 79:474, 1960. (3) Margulis, R. R., & Brush, B. E.: 
Arch. Surg. 65:511, 1952. (4) Personal Communications 
to the Department of Clinical Investigation, Parke, Davis 


& Company, 1959. bases 
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for 
enzymatic 
debridement 
in a 

variety 

of exudative 
lesions... 


FIBRINOLYSIN AND DESOXYRIBONUCLEASE, 
COMBINED, (BOVINE), PARKE-DAVIS ® 


FIBRINOLYSIN 
to provide active enzyme 
for lysis of fibrin 


+ 


DESOXY RIBONUCLEASE 
to lyse desoxyribonucleic 
acid in degenerating leukocytes 
and other nuclear debris 


PARKE-DAVIS 


PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
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in respiratory disease 


a Selective respiratory stimulant 


before therapy 


ret 


a 


these patient-complaints... in these clinical situations... 


fatigue @ Frequent or refractory upper respiratory 
somnolence infectious or allergic disorders ™ Chronic 
drowsiness bronchitis ™ “Heavy smoker’s syndrome” @ A 
lethargy Geriatric respiratory involvement ™ Cardio- 
mental confusion pulmonary disease (cor pulmonale) ™ Chest 
irritability cage abnormalities ™ Long exposure to occu- 
personality changes pational irritants; smog 


muscle weakness 


NOTE: EMIVAN VENTILATES. The effectiveness of EMIVAN is dependent upon a patent airway. 
Therefore, bronchodilators, corticosteroids, antimicrobials and wetting agents, and in severe cases, tracheal 
aspiration, if needed, should be employed as required to treat the underlying pulmonary disorder. 
DOSAGE: To initiate therapy, 1 or 2 EMIVAN Tablets t.i.d. (Consult product brochure for complete dosage, admin- 
istration, side effects, precautions and contraindications). @ SUPPLIED: EMIVAN Tablets (uncoated providing 20 
mg. vanillic diethylamide), bottles of 100 and 1000. 


NEW... EMIVAN 


brand of ethamivan 


for treatment of symptoms of CO, accumulation 


with Emivan 


may be the and can be | 
result of CO, accumulation... alleviated safely with EMIVAN | 
Consider that their specific complaints may be the EMIVAN selectively stimulates the 

consequences of CO: retention (hypercapnia) and medullary respiratory center to increase the 

secondary reduced oxygen saturation (hypoxia) depth of breathing and (to a lesser extent) 


due to hypoventilation. the rate of breathing . . . without cardio- 
vascular side effects, neurological damage, 


or secondary post-stimulatory depression. 


For the emergency treatment of the comatose or 
severely depressed patient (when due to depressant 
overdosage or severe pulmonary involvement) : 
INTRAVENOUS EMIVAN, can be life-saving 


U.S. VITAMIN & PHARMACEUTICAL CORP. 


Arlington-Funk Laboratories, division 
800 Second Ave., New York 17, N.Y. 
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twice 
the 
muscle 
relaxant 
potency 
for greater 
relief 
pain 
and spasm 


NEW PARAFO 


Combining a superior skeletal muscle relaxant'-? with a preferred musculoskeletal analgesic,‘ new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or ‘ 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 
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4 O PARAFLEX® Chlorzoxazone’ 250 mg. 
TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted “MCNEIL,” bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, P D., anc 
Auth, T. L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 41:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
159:1619 (Dec. 24) 1955. 
McNEIL LABORATORIES, INC., Fort Washington, Pa. | MON EID 
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SAFE 
EFFECTIVE 
TREATMENT OF PSORIASIS 


SOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 


literature. 


Laboratories 


Dept. 106 


12850 MANSFIELD * DETROIT 27, MICHIGAN 


tion, Roswell Osteopathic Hospital, Ros- 
well 

Basic science examinations January 21. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York examinations in Decem- 
ber. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


North Dakota examinations in Jan- 
uary. Address Georgianna Pfeiffer, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 8 S. Terrace, Fargo. 


Ohio examinations in December at 
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Columbus. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 W. Broad 
St., Columbus 15. 


Oregon examinations in January. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 


Pennsylvania examinations in Jan- 
uary. Applications must be filed 15 days 
in advance. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 

All applicants applying for licensure 
by reciprocity from other states must be 


examined in Practical Osteopathic Tech- 
nique. Address Mrs. Wollet. 


Rhode Island examinations January 
4-5. Address Mr. Thomas B. Casey, Ad- 
ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations November 
8. Address Mr. Casey. 


South Carolina examinations No- 
vember 21 at Columbia. Address Ernest 
A. Johnson, D.O., secretary, Board of 
Osteopathic Examiners, Box 525, Sum- 
merville. 


South Dakota examinations Janu- 
ary 16-17. Address Mr. John C. Foster, 
executive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 

Basic science examinations first week 
in December. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
Box 506, Custer. 


Tennessee basic science examina- 
tions given every 3 months. Address O. 
W. Hyman, M.D., secretary, Board of 
Basic Science Examiners, 62 S. Dunlap, 
Memphis 3. 


Texas examinations November 30- 
December 2. Applications must be filed by 
October 30. Address M. H. Crabb, M.D., 
secretary, Board of Medical Examiners, 
1714 Medical Arts Bldg., Fort Worth 2. 


Utah examinations third week of 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Capi- 
tol, Salt Lake City 14. 


Vermont examinations in January. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Virginia examinations in Decem- 
ber. Address Russell Cox, M.D., secre- 
tary, Board of Medical Examiners, 505 
Washington St., Portsmouth. 


West Virginia Dr. Earl C. Hahn 
has been appointed a member of the 
Board of Osteopathy to serve until 1964. 


Washington examinations in Janu- 
ary. Address Mr. Thomas A. Carter, sec- 
retary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examination in January. 
Address Mr. Carter. 


Wisconsin examinations in January 
at Madison. Address Thomas W. Tormey, 
Jr., M.D., secretary, Board of Medical 
Examiners, Room 28, 115 S. Pinckney 
St., Madison 2. 


British Columbia examinations in 
January. Address Lynn Gunn, M.D., reg- 
istrar, Council of College of Physicians 
and Surgeons, 1807 W. 10th Ave., Van- 
couver 9. 


if your 
underweight 
patient 

fails to 

gain 


even on 
a high 
calorie 
diet 
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anadrot 


oxymetholone, Syntex 


promotes solid weight gain 


You’ve seen her often. She’s 
the underweight patient 
who fails to respond to 
high-protein diet. She’s 
slow in recovering from sur- 
gery or illness. She contin- 
ues to lose weight. This is 
the time to turn to Anadrol. 
You can often expect results 
like these: 


clinical briefs* 


¢ In 92 female patients 
treated with Anadrol, 75 
gained an average of 6'% 
pounds. Mild androgenic 
side effects (acne, hirsut- 
ism, dysmenorrhea) were 
reported in only 6 cases. 


e Five chronically under- 
weight women ranging in 
age from 20 to 37 years took 
Anadrol for 60 to 90 days. 
All five responded. Average 
weight gain: 8 pounds. An- 
drogenic side effects were 
reported in | patient only. 


e 24 females with general 
catabolic conditions (age 
range: 12-88) were given 
Anadrol for 21 to 113 days. 
21 responded. Average 
weight gain: 8 pounds. No 
androgenic side effects 
were reported. 


Here is why Anadrol may 
help you treat your under- 
weight patient, female or 
male. 


Anadrol reverses negative 
nitrogen balance. By stim- 
ulating nitrogen retention, 
Anadrol therapy leads to 
increased synthesis of ami- 
no acids, essential compo- 
nents of protein tissue. 
Anabolism is stepped up. 
Thus Anadrol reverses the 
wasting process and pro- 
motes solid weight gain. 


Specific advantages: Exten- 
sive metabolic testing in 
humans has shown that 
Anadrol stimulates nitro- 
gen retention with 4 times 
the potency of methyl- 
testosterone, the accepted 
standard. Moreover, hu- 
man data reveal that 
Anadrol has only half the 
androgenicity of methyltes- 
tosterone. Thus Anadrol has 
fewer masculinizing com- 
plications, is better suited 
for long-term therapy. 


Indications: Geriatric 
debilitation, chronic 
underweight, pre- and post- 
operative conditions, con- 
valescence from infection, 
osteoporosis, gastrointesti- 
nal disease, general cata- 
bolic conditions, and 
malnutrition, 


Dosage and administra- 
tion: Adults: 2.5 mg. t.i.d., 
orally. Children: up to 12 
years—2.5 or 5 mg./day for 
up to 30 days. Over 12 years 
—adult dosages. 


Precautions: Use with cau- 
tion in patients with heart 
disease or known hepatic 
damage. Do not continue 
administration to children 
beyond 30 days. If mascu- 
linizing symptoms develop, 
discontinue the drug. 


Contraindications: Carci- 
noma of the prostate or 
nephritis or nephrosis. 

How supplied: 2.5 mg. 
white tablets, bottles of 50. 


*Case reports on file, Syntex Medical 
Department. 


anadrol 
an original steroid from 


SYNTEXE% 


Laboratories Inc. 
10 East 40 Street, New York 16, N.Y. 
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DRAMATIC 


physical and emotional 
relvef in 


ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


OVAS 


COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120, 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


AMFRE GRANT, INC. 
Brooklyn 26, N.Y. 


fa NT NS 
\ 
Tymcaps 
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Now...two new pre ducts to supply 

the iron infants and children need 

at the ages they need it 


~ 


TRI-VI-SOL 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 
Both new products taste good. The packaging carefully limits 
elemental iron to a total of 500 mg. per bottle. Nevertheless, the 
bottles should be kept out of the reach of children. 


Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts of vitamins C, D and A. Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron, Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 


Bibliography: (1) Jacobs, I.: GP 2/:98 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. /75:118-123 
(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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‘B. W. & CO.’ ‘Sporin’ Ointments 


rarely sensitize... 
give decisive bactericidal action 
for most every topical indication 


The combined spec- 
trum of three over- 
lapping antibiotics 
will eradicate vir- 
tually all bacteria 
known to be found 
topically. 


proven effective- 
ness for the topical © 
control of gram-pos- 
itive and gram-neg- 


brand Antibiotic Ointment 


brand Antibiotic Ointment 


Broad-spectrum an- 


tibacterial action— 
plus the soothing 
anti-inflammatory, % 
antipruritic benefits 


brand Ointment of hydrocortisone. 


A basic antibiotic 
combination with 


ative organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate - 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 0z., Tubes of 1 0z., Tubes of 42 oz. and 
oz. and ¥ oz. oz. and ¥% ¥ oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Reregistration 
of osteopathic licenses 


November 1—Rhode Island $5.00. Ad- 
dress Mr. Thomas B. Casey, Administra- 
tor of Professional Regulations, 366 State 
Office Bldg., Providence. 


December 1—District of Columbia, 
$4.00. Address Mr. Paul Foley, deputy 
director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N. W., Washington 6, D. C. 
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December 


1—Oregon, $20.00  resi- 
dents; $5.00 nonresidents. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Fail- 
ing Bldg., Portland 4. 


December 31—Alabama, $5.00. Ad- 
dress D. G. Gill, M.D., secretary, Board 
of Medical Examiners, State Office Bldg., 
Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
secretary-treasurer, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


December 31—Georgia, $3.00. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Capi- 
tol, Atlanta. 


December 31—Tennessee, $5.00 for li- 
censing board for the state board of ex- 
amination and registration for osteopathic 
physicians. Address M. E. Coy, D.O., 
secretary-treasurer, Board of Examination 
and Registration for Osteopathic Physi- 
cians, 1226 Highland, Jackson. 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., secretary-treasurer, 
Board of Osteopathic Examiners, 1013 
Forum Bldg., Sacramento 14. 


January 1—Florida, $10.00 to the Os- 
teopathic Board; $1.00 to the State Board 
of Health. Address Thomas F. Sheffer, 
D.O., secretary-treasurer, Board of Oste- 
opathic Medical Examiners, Las Olas 
Hospital, 1516 E. Las Olas Blvd., Ft. 
Lauderdale. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary-treas- 
urer, Board of Osteopathic Examination 
and Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
318 Bush St., Red Wing. 


January 1—New York, $6.00 bienni- 
ally. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $3.00 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany 7. 


January 1—South Dakota, $2.00. Ad- 
dress Mr. John C. Foster, executive sec- 
retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


January 1—Utah, $3.00. Address Clar- 
ence E. Hyatt, D.O., treasurer, Osteo- 
pathic Examining Board, 144 E. Fifth 
North St., Provo. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., treasurer, Licensing 
Board of Osteopathic Physicians, 120 
Sherburn St., Winnipeg. 


January 1—Ontario, $25.00. Address 
D. G. A. Campbell, D.O., secretary- 
treasurer, Board of Directors of Oste- 
opathy, 2 Bloor St., E., Toronto 5. 


January 1—Saskatchewan, $30.00. Ad- 
dress Anna Northup-Little, D.O., 2228 
Albert St., Regina. 
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Keep the arthritic man in motion | 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 


While immediate symptomatic relief restores motion, the underlying 
inflammation is reduced with a low-dosage corticosteroid. 
Now you can restore comfortable motion safely, 
surely with DELENaR in rheumatoid arthritis / 
traumatic arthritis /early osteoarthritis / 
rheumatoid spondylitis / fibrositis / myositis / 
bursitis / tenosynovitis. 


Formula: 
Orphenadrine HC] 15 mg......Proved muscle relaxant to relax spasm 


Aluminum Aspirin 375 mg.....Fast analgesic relief of motion-stopping pain ; aF jeu | 
Dexamethasone* 0.15 mg......LLow-dosage anti-inflammatory steroid 4 . 
For complete details, consult latest Schering literature available Jgeal e 
from your Schering Representative or Medical Services Department, 
Schering Corporation, Bloomfield, New Jersey. *DERONL® SS 

Bibliography: 
1, Ernst, E. M;: Pennsylvania M.J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


loosen stiff muscles and joints 7\V\ \\ 


Delenar 


analgesic 
with specific 
muscle relaxant 
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Salicylate 


(brand of carbazochrome salicylate) 


Adrenosem helps conserve a patient’s own blood. Adrenosem has become accepted 
pre-op medication because it minimizes the need for transfusion. 


Research'? has shown that lack of capillary integrity causes abnormal bleeding 
four times as often as do coagulation defects. Adrenosem maintains capillary 
integrity by decreasing excessive capillary permeability while it also promotes 
retraction of severed ends. 


Besides reducing need for transfusion, Adrenosem’s control of bleeding results in 
a clearer operative field . . . makes good technic even better. Adrenosem also lessens 
the hazard of serious postoperative bleeding . . . reduces ooze and seepage. 


Adrenosem is indicated pre- and postoperatively in surgery and also nonsurgically 
to control bleeding associated with vascular pathosis as in peptic ulcer, telangiec- 
tasia, purpura, ecchymosis, ulcerative colitis, and others. 


There are no contraindications to Adrenosem at recommended dosage levels. 


supplied: For I. M.injection only—Ampuls: references: 1. Haden, R. L., et al.: Ann. 
5 mg. (1 cc.) and 10 mg. (2 cc.). For oral ad- N.Y. Acad. Sc. 49:641 (May 11) 1948. 2. Chera- 
ministration—Syrup: 2.5 mg./5 cc. (1 tsp.); skin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
Tablets: 1 and 2.5 mg. *U.S. Pat. Nos. 2581850; 2506294 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION 


THE S. E. MIASSENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City - » San Francisco 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


As a physician, you play an essential role in the happiness and well-being of the family. At all times— 
when the young couple is first married, as the children arrive, and even after the family is complete — 
your counsel, including your recommendations for the use of Lanesta Gel, is of major importance. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 


effects speedier spermicidal action because it diffuses rapidly into the seminal clot. In fact, the mean 


diffusion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times 
of ten leading, commercially available contraceptive creams, gels, or jellies, according to Gamble (“‘Sperm- 
icidal Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C. J.: Am. Pract. & Digest Treat. 11:852 (Oct.) 1960. See also Berberian, D. A., and Slighter, R. G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Olson, H. J.; Wolf, L.; Behne, D.; Ungerleider, J., and Tyler, E. T.: California Med. 94:292 
(May) 1961: Kaufman, S.A.: Obst. & Gynec. 15:401 (Mar.) 1960; Warner, M.P.:J.Am. M. Women’s A. 14:412 (May) 1959. 


A PRODUCT OF LANTEEN” RESEARCH —a{ig Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio ©BREON LABORATORIES INC., New York 18, N. Y. 
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January—Alberta, no _ reregistration; 
pay $75.00 membership in College of 
Physicians and Surgery. Address G. B. 
Taylor, acting registrar, Office of the 
Registrar, University of Alberta, Edmon- 
ton. 


January—Connecticut, $5.00. Address 
James T. Berry, D.O., treasurer, Oste- 
opathic Examining Board, 410 Asylum 
St., Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., secretary- 
treasurer, Board of Osteopathic Examina- 
tion and Registration, 330 W. Front St., 
Box 1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 S. Pinckney St., Madison 2. 


January 31—British Columbia, set by 
the Council of Colleges of Physicians and 
Surgeons of British Columbia. Address 
Lynn Gunn, M.D., registrar, 1807 W. 
10th Ave., Vancouver 9. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions twice each year at the approved 
colleges. The next dates are November 10- 
11, 1961, and May 4-5, 1962. Application 
blanks may be obtained from the secre- 
tary of the Board or the dean of the col- 
lege, and the completed application blank, 
together with check for the part to be 
taken, must be in the secretary’s office 
not less than 30 days preceding the ex- 
amination. 


Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
pathology; and microbiology, including 
immunology. 


Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
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NOW is the t 


ime, DOCTOR! 


to TRADE up to a new BURDICK EK-III 


If your electrocardiograph is more than five years old, now is the time to 


trade up to a new Burdick EK-IIl. 


The EK-Ill design incorporates a more 


sensitive galvanometer, a new tubular stylus, a new amplifier system. A 
new console cabinet is available for added convenience and mobility. 


Your old unit may have substantial trade-in value. Tax savings on depreci- 
ation write-offs will further reduce the cost. 


\ Now is the time to trade up to Burdick! 


THE BURDICK CORPORATION 


Milton, Wisconsin 


pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 


These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 


The next examinations in Part III will 
be given at Kansas City April 7-8, and at 
Philadelphia April 14-15, 1962. 


All candidates are reminded that the 
examinations must be completed within 
a period of 7 years. Candidates who 


took Part I in 1955 must take Part III in 
1962 or forfeit the right to complete the 
examinations, 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 


- Address all communications to Paul 
van B. Allen, D.O., secretary, 212 E. 
Ohio St., Chicago 11. 
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susceptible 


RAPID RESPONSE provides aff 
rapid and decisive response in a wide range 
of common bacterial infections due to many 
Gram-positive and some Gram-negative bac- 
teria. And after four years of clinical experi- 
ence, Tao continues to be effective against 
many resistant staphylococci. That’s why 


YOU CAN COUNT ON 


triacetyloleandomycin 


pathogens 


PATHOGENS 


INFECTIONS 


\ \ 
TAO \ TAO \ TAO 


*IN VITRO \_ *DEMONSTRATED IN \ *DEMONSTRATED IN 
ACTIVITY REPORTED \ LIMITED REPORTS \ PROTECTIVE STUDIES 
\ 
\ \ 


\ 
Klebsiella \ 
pneumoniae 


TAO 
IN VIVO 
ACTIVITY 


Rickettsia 
Psittacosis virus 
Lymphogranuloma 
inguinale virus 
Protozoa 
(notably amebae) 


\ 

Meningococci \ 
Listeria monocytogenes 
Erysipelothrix rhusiopathiae Ps, aeruginosa 
Corynebacterium diphtheriae  H. catarrhalis \ 

Clostridium species. \ \ 

Bacillus subtilis 
Bacillus anthracis \ \ 
Brucella species 


Staphylococci 
Streptococci 
Pneumococci 
Gonococci 
H. influenzae 


these busy pathogens 
often cause these 
commonly seen infections 


otitis media acute URI sinusitis + tonsillitis - pharyngitis laryngitis bronchitis 
lobar & bronchopneumonia « bronchiectasis - lung abscess «+ furuncles « otitis externa 
* carbuncles impetigo contagiosa ecthyma + acnevulgaris + infected cysts « 
abscesses + infected contact dermatitis - infected eczema - other pyoderma - cellu- 
litis + infected traumatic or surgical ulcers and wounds «+ pyelonephritis + pyelitis - 
ureteritis cystitis urethritis (including acute gonococcal) acute salpingitis endo- 
metritis bartholinitis osteomyelitis - staphylococcal! enterocolitis septic arthritis 


*These reports of antimicrobial activity represent experimental data and are 
not considered to be clinical indications for the use of triacetyloleandomycin. 


A FOUR YEAR RECORD OF 
SAFETY — Tao is exceptionally well tol- 
erated. No serious toxic reactions have been 
encountered in the recommended dosage. Aller- 
gic reactions are infrequent and seldom se- 
vere. Available as Tao Capsules, 250 and 
125 mg.; Ready Mixed Oral Suspension, 125 
mg. per 5 cc.; Pediatric Drops, 100 mg. per 
cc. of reconstituted liquid; Intramuscular or 
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Intravenous, as oleandomycin phosphate. 
Usual adult dose: 250 to 500 mg., four times 
daily, depending on severity of infection. 
Usual pediatric dose: 3 to 5 mg./lb. body 


weight every 6 hours. 
IEW, TASTY TAO ORAL SUSPENSION 


Ready Mixed Raspberry Fiavored «+ For Pediatric Use 


And for nutritional support VITERRA® Vitamins and Minerals 
formulated from Pfizer’s line of fine pharmaceutical products 
New York 17, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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2 objective indexes show that 
in coronary artery disease 


the one nitrate for all 
with without angina 


is Peritrate 


Peritrate increases myocardial 

blood flow to the normal range and 
sustains it there’...without significant 
change in cardiac output,’ 

blood pressure’ or pulse rate.’ 


1, Johnson, P. C., and Sevelius, G.: J.A.M.A. 
173:1231 (July 16) 1960. 2. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.) 1952. 
3. Plotz, M.: New York J. Med. 52:2012 
(Aug. 15) 1952. 


Full dosage information, available on re- 
quest, should be consulted before initiating 
therapy. 


*Electrocardiograms, radioisotopic tracings 
and case histories on file in the Medical 
Department of Warner-Chilcott Laboratories. 
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Electrocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow 
in a patient with angina* 


The patient — tugboat captain, 57, with 
angina but no history of infarction. Blood 
pressure, 130/80. Normal sinus rhythm; 
ventricular rate, 72. Blood cholesterol, 
344-583 mg./100 cc. 


Radiocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow in a 
postcoronary patient 
without angina* 


The patient — woman, 74, with 15-year 
history of hypertension. Posterior 
myocardial infarction in 1955. No angina. 
Before Peritrate: blood pressure, 210/110; 
pulse, 70. After Peritrate: blood pressure, 
202/108; pulse, 68. 
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before Peritrate—S-T segment depressed 
after standard exercise. 


before Peritrate — Radioisotopic tracing 
shows myocardial blood flow (shaded 
area) after infarction reduced to 2.6% of 
cardiac output. 


t 
t 


tt 


t 


tit 


t 
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after Peritrate — (20 mg., given 4 hours 
before exercise test) S-T segment 
normal. 


after Peritrate — (20 mg., given 2'/2 hours 
before study) myocardial blood flow 
increased to 5.9% of cardiac output. 


basic therapy in coronary artery disease — with or without angina 


brand of pentaerythritol tetranitrate 


MORRIS PLAINS, 


makers of Tedral Gelusil Proloid Mandelamine 


Watch your mail for the ECG Interpretation Series 
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Observations on Adiposity by Wihasd 


LITTLE clAKE 
PHURLONG 
WASNT 
EXACTLY A 


STILT 
AND ALL, 
HE DID 
HAVE HIS 
WEIGHT 

PROBLEMS 


FACT...4E SPENT 

HALF HIS LIFE 
(N THE STEAM 
BOX .... 


| 


SO JAKIE 

HAD HIS TROUBLES... 

MIS DOCTR. 

PRESCRIBED 
PHANTOS 


AND THE NAGS 
DONT NAG HIM 


PHANTOS \ DLA% anti-obesity capsules 

Each capsule, taken on arising, provides: 
Immediate Release Intermediate Release Final Release 
Amphetamine sulfate . 5 mg. Amphetamine sulfate .......... 5 mg. Amphetamine sulfate .......... 5 mg. 
Atropine sulfate . 1/360 gr. Atropine sulfate ............ 1/360 gr. Phenobarbital ...................... \ gr. 
Aloin gr. Cwarnina: MAY BE HABIT-FORMING) 

Supplied: Puantos, red and yellow capsules, bottles of 30, Precautions: Should be used with caution in patients 


250 and 500. PHantos-10, bottles of 30 and 250. 


hypersensitive to sympathomimetic compounds; in cases 


of coronary or cardiovascular disease; and in the presence 
COOPER, TINSLEY Laboratories, Inc., Harrison, N. J. of severe hypertension. 


@DAY-LONG ACTION 


Samples and literature on request. 


LOOK, 
{ BOY--. 
wee YOU BETTER 
WATCH THOSE 
2% CALORIES OR 
you AND ft 
WiLL PART 
COMPAY 
< 
| SR 


Current status 
of food 


poisoning control* 


Leon Buchbinder, Ph.D.+ 


Control of food poisoning disease, which 
is primarily of bacterial origin, is not an 
outstanding achievement of public health 
in this country. The Deputy Surgeon 
General of the Public Health Service 
noted in 1959 that “progress in foodborne 
disease control is probably not keeping 
pace with progress in other fields of pub- 
lic health.”! 

Although reporting of outbreaks to the 
Public Health Service by the States is 
admittedly incomplete, 236 outbreaks, 
affecting 9,925 persons, which were 
caused by foods other than milk and milk 
products were reported in 1958, accord- 
ing to Dauer and Davids.2 Compared 
with the number of outbreaks shown 
previously in similar reports, the number 
in 1958 indicated no downward trend. 
Dauer and Davids noted that there is 
no convincing evidence that staphylococ- 
cal food poisoning and foodborne Sal- 
monella infections are becoming less fre- 
quent. 

Actually, the real extent of preventable 
foodborne illness is unknown because of 
inadequate reporting,3 but students of 
the problem indicate that the annual in- 
cidence is high. One investigator esti- 
mates the occurrence of 60,000 to 90,000 
cases of foodborne illness per year,4 
while another believes there may be sev- 
eral hundred thousand.5 The California 
State Department of Public. Health in 
1957 indicated that for that State alone 
there may be about 100,000 cases an- 
nually.6 Therefore, an assumption that 
there may be from one-half to 1 million 
cases in the Nation per year does not 
seem unreasonable. It is indeed fortunate 
that the occurrence of a case of bacterial 
food poisoning requires, in addition to a 
susceptible person, the conjunction of 
three separate but interdependent factors: 
a micro-organism capable of causing food 
poisoning, a food capable of supporting 
its growth, and a combination of tem- 
perature and time permitting its growth. 

This report presents some reasons for 
the unsatisfactory status of the control 
of food poisoning in comparison with 
sanitary control programs for fluid milk 
and potable water. These have been re- 
garded as among our most successful 
public health endeavors. 


Reprinted from Public Health Reports, June 
1961. 


+Dr. Buchbinder is assistant director, bureau of 


laboratories, New York City Department of 
Health. 
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quick, accurate early pregnancy diagnosis... 


new, 3-day sit test for pregnancy 
Pro-Duosterone’ 


yprog 50.00 mg. 
ethinyl estradiol 0.03 mg. 


per tablet 


safe... physiologic ... therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuosTERONE® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “no laboratory 
equipment, animals, or specimens are needed.””! The 3-day, oral Pro-DuosTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
‘Progesterone has no action whatsoever in the absence of estrogens.’’3 


Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 
1. Hayden, G.E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


SANITARY CONTROL 


The most significant factors in the control 
of water, milk, and foodborne diseases 
relate in some way to the matter and 
manner of sanitary control. These include, 
among others, the character and unity or 
diversity of products controlled, and the 
nature and extent of processing opera- 
tions and their amenability to physical 
check by health agencies. 

Because milk and water are liquids, 
disease-producing bacteria in them can 
be effectively eliminated by sanitary 
processing. Water, which is subjected to 
a number of successive procedures which 
tend to free it of any existing pathogens 
and prevent the ingress of additional 


ones, is finally chlorinated for further 
assurance. Likewise milk, although it is 
treated from barn to bottle in a manner 
designed to prevent the entrance and 
growth of micro-organisms, is subjected 
finally to pasteurization, which destroys 
most pathogens. Virtually closed process- 
ing systems can be and are used for 
both water and milk to avoid contamina- 
tion from any source, particularly from 
the processor himself. On the other hand, 
the processing of those foods which may 
cause food poisoning is quite different. 
There is usually no terminal sterilization. 
Although many foods receive germicidal 
héat treatment, incidental to the cooking 
process, the effect is frequently vitiated 
because of the manner in which food is 
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comprehensive ORAL treatment of 


CYPROHEPTADINE 


a highly effective agent with unusual attributes... 
a potent antagonist of both histamine and serotonin 


CHEMISTRY 


PERIACTIN hydrochloride cyproheptadine hydro- 
chloride is a white, crystalline solid, soluble in water to 
the extent of about 4 mg. per cc. It is the hydrochloride 
monohydrate of 1-methyl]-4-(5-dibenzo-[a, e]-cyclohepta- 
trienylidene)-piperidine. The empirical formula is 
CxHsN-HCl-H:O and the structural formula is as 
shown on the left. 


N 
| 
CH, 
A lle 


Advantages 


e Although histamine release is an important 
aspect of allergic manifestation in man, the effects 
of this substance do not account adequately for 
many of the allergic reactions observed. Cypro- 
heptadine has been shown to have some anti- 
allergic properties that are in addition to those 
demonstrated by compounds with only antihista- 
mine activity. 


Response of 311 pruritic patients to PERIACTIN? 


¢ “Two well known antihistaminic drugs...were 
chosen as well as cyproheptadine [PERIACTIN], 
an experimental substance with anti-serotonin 
and anti-histaminic activity. Given orally in 
moderate therapeutic doses, only the last drug 
[PERIACTIN] led to a suppression of the wheal- 
ing responses and the capillary damage demon- 
strated by the bluing reaction*, following the in- 
tradermal injections of histamine, serotonin....’”* 


e PERIACTIN hasan interesting pharmacologic 

profile, in that its activity as a serotonin and his- 

tamine antagonist is comparable to the indivi- 
_ 9.0% dually most active known substances with such 

activity. 

- ¢ Not a phenothiazine. Clinical experience with 

improvement improvement improvement more than 4,000 patients. Clinical reports have 

not indicated evidence of jaundice, agranulocy- 

tosis, parkinsonism. 


e Has a high order of antipruritic activity in 
pruritus associated with such conditions as: angio- 
neurotic edema, urticaria, dermatitis, neuroder- 
matitis, neurodermatitis circumscripta, eczema, 
eczematoid dermatitis, drug reactions, poison ivy, 
neurotic excoriations, sunburn, chickenpox, in- 
sect bites, pruritus ani and vulvae.*” 


References: 1. Kalz, F., and Fekete, Z.: Studies on capillary perme- 
ability using coomassie blue as indicator, J. Invest. Dermat. 36:37, 
Jan. 1961, Supplemented by personal communication. 2. Welsh, A.L., 
and Ede, M.: Efficacy of cyproheptadine as an antipruritic agent, 
a preliminary report, J. New Drugs 1:22, Jan.-Feb. 1961. 


*A blue dye was given intravenously to visualize leakage of plasma proteins 
resulting from increased vascular permeability caused by the test substances. 


See next page for more detailed information on PERIACTIN 


JOURNAL A.O.A., VOL. 61, OCT. 1961 


H 
| 100 
791% 
| 
t 
i 
60 
| | 
| 
[ 
| | 
j 
j 
20 
j 
\ 
) 
} 
j 
} 
A-117 


(dditional Information on PERIACTIN 


PERIACTIN hydrochloride cyproheptadine hydro- 
chloride is a serotonin and histamine antagonist 
recommended primarily for the treatment of the 
pruritic dermatoses. 


PERIACTIN is not a phenothiazine, does not con- 
tain sulfur or nitrogen in the tricyclic ring sys- 
tem, and clinical reports do not indicate any 
evidence of parkinsonism, dystonia, agranulo- 
cytosis, or jaundice connected with its use. 


Dosage must be individualized. The therapeutic range 
is 4 to 20 mg. a day, with the majority of patients 
requiring 12 to 16 mg. a day. An occasional patient may 
require as much as 32 mg. a day for adequate relief. It 
is suggested that dosage be initiated with 4 mg. three or 
four times a day and adjusted according to the size and 
response of the patient. 

The dosage for children between the ages of 2 and 
14 years is 6 to 16 mg. a day depending upon the size 
and response of the patient. The initial dosage is 
usually 2 mg. three or four times a day. 

Since the effect of a single dose usually lasts four to 
six hours, the daily requirement should be given in 
divided doses three or four times a day or as often as 
necessary to provide continuous relief. 


Precautions 


The only side effect that appears frequently is drowsi- 
ness. Many patients who initially complain of drowsi- 
ness may no longer do so after the first three or four 
days of continuous administration. Drowsiness is often 
a desirable effect in patients with dermatitis and pru- 
ritus, since it tends to raise the threshold of per- 
ception and may decrease emotional tension caused by 
the disease. 

Patients who become drowsy on PERIACTIN should be 
cautioned againsi driving a car or operating machin- 
ery or appliances requiring alert attention. 

Dry mouth, dizziness, jitteriness, nausea, and skin 
rash have been reported in low incidence. 


Hou Supplr d 


Tablets PERIACTIN hydrochloride cyproheptadine 
hydrochloride are supplied in bottles of 100. Each scored 
tablet contains 4 mg. of cyproheptadine hydrochloride. 
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helps you relieve 
anxiety and tension 


When exaggerated anxiety and tension disturb 
your patients, prescribe EQUANIL L-A Capsules 
or EQUANIL to restore equanimity and relax 
muscle tension. 


EQUANIL, in either form, is predictable in action 
and well tolerated. It has been proved effective 
in millions of patients and its relative safety in 
use recorded in hundreds of reports. 


EQuaNIL L-A Capsules and EQUANIL do not cause 
ataxia, extrapyramidal symptoms, or undue seda- 
tion. Normal ability to perform work is undimin- 
ished. EQUANIL L-A Capsules permit uninter- 
rupted therapy with only twice-a-day dosage. 


meprobamate, 
Wyeth 


3 


CLINICAL USE CONFIRMS EFFICACY 


The effectiveness of EQUANIL has been docu- 
mented in hundreds of published studies and 
proved in millions of patients. The following 
are abstracts from recent reports that further 
testify to the usefulness of EQUANIL. 


in anxiety and tension 


Rickels and associates,' in a double-blind, con- 
trolled study, compared meprobamate with 
other drugs in psychoneurotic out-patients 
exhibiting anxiety, tension and mild depression 
without evidence of organic disease. Of all drugs 
used “Therapy with meprobamate always pro- 
duced the more marked change toward signifi- 
cant improvement and most often showed a sig- 
nificant difference between drug and placebo....” 
Meprobamate also helped alleviate insomnia by 
relaxing tense muscles, freeing pent-up energy 
and diminishing proprioceptive stimuli, thus 
allowing natural sleep. Meprobamate was noted 
to be especially effective in relieving insomnia 
at night without producing the drowsiness dur- 
ing the day associated with some tranquilizers. 


in headache and depression of 
premenstrual tension 


In a recent study,? EQUANIL was used to relieve 


irritability, depression and headache in pre- 
menstrual tension. Therapy was begun nine 
days prior to date of expected menstruation 
and continued until menstruation commenced. 
EQUANIL effected complete or pronounced relief 
of premenstrual symptoms in over half the 
patients studied. 


in symptoms of the menopause 


Pollak? in a double-blind trial noted that 
EQUANIL reduced lethargy and _ irritability 
associated with the menopause. The investigator 
stated: ““The troublesome symptoms of undue 
lethargy and fatigue and the disturbing 
symptoms of irritability and nervousness 
were markedly improved by meprobamate 
[EQUANIL]. . . .”” EQUANIL also imparted a 
general feeling of well-being. 


References: 1. Rickels, K., et al.: J. Am. Med. Assoc. 
171:1649 (Nov. 21) 1959. 2. Appleby, B.P.: Brit. Med. J. 
1:391 (Feb. 6) 1960. 3. Pollak, M.: Practitioner 184:231 
(Feb.) 1960. 


For further information on limitations, administration 
and prescribing of EQUANIL and EQuANIL L-A Capsules, 
see descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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calms 

and controls 
the moderately 
disturbed 
patient 


In behavioral disorders such as senile agitation, PROZINE 
helps restore patterns of normality. Psychomotor hyper- 
activity is reduced, and symptoms of apprehension, 
confusion and irritability are brought under control. 
Rehabilitation of the patient is often significantly eased. 


New Half-Strength Capsules 

@ aid your medical management by permitting 
more precise dosage titration 

@ permit many patients to be started and 
often maintained on lower dosages 

@ help avoid or minimize possibility of 
side reactions, such as drowsiness, by 
reducing dosage regimen 


Meprobamate and Promazine Hydrochioride, Wyeth 


new half-strength capsules 


100 mg. meprobamate, 12.5 mg. promazine hydrochloride 
SERVICE 


full-strength capsules 
200 mg. meprobamate, 25 mg. promazine hydrochloride 
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CLINICAL USE 
CONFIRMS EFFICACY 


PROZINE provides therapeutic benefits that 
help you manage your patients with moder- 
ate to moderately severe emotional disturb- 
ances. PROZINE reduces motor excitability 
as well as apprehension, agitation, anxiety 
and tension. The following abstracts from 
important clinical papers testify to the use- 
fulness of PROZINE. 


in patients with abnormal reactivity patterns 


Grosjean' studied the use of PROZINE in 
30 patients exhibiting abnormal reactivity 
to their environment, or with true psychotic 
illness. The patients, ranging in age from 
25 to 70 years, also received psychotherapy 
and electrotherapy during the study. 
Grosjean reported: “The results were satis- 
factory in all 30 patients. No side reactions 
occurred. Prozine was especially helpful in 
reducing anxiety and tension as well as in 
modifying the abnormal pattern of behavior 
in these patients. Interpersonal relationships 
with the patient were enhanced, making the 
patients more amenable to psychotherapy.” 
The author concluded that “It [PROZINE] is 
valuable not only in psychotic and neurotic 
illnesses, but also in basic character dis- 
turbances, many of which are refractory 
to most forms of therapy.” 


in patients with psychoses 
or severe psychoneuroses 


Robertson? found PROZINE effective in help- 
ing relieve symptoms associated with schizo- 
phrenic derangements, psychoses, organic 
syndromes, severe character disorders and 
psychoneurotic disturbances. PROZINE elimi- 
nated or decreased autonomic reactivity, 
thereby aiding psychotherapy in the neu- 
roses. PROZINE relieved the agitation and 
fearfulness associated with depression. In 
all patients studied, PROZINE aided therapy 
by consistently minimizing restlessness, 
agitation and overactivity. No side effects 
were observed. 


References: 1. Grosjean, J.H.: Rocky Mt. Med. J. 
57:37 (Nov.) 1960. 2. Robertson, R.B.: Diseases of 
Nervous System 21:165 (March) 1960. 


For further information on limitations, administra- 
tion and prescribing of PRozINE, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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brings the acute psychotic 
episode under control 


SPARINE provides rapid control of the patient undergoing an acute psychotic episode. 
It affords prompt, positive relief of CNS excitation, apprehension, and acute agitation. 


SPARINE is also a useful adjunct in treating the postalcoholic syndrome: delirium 


tremens, hallucinosis, tremulousness, inebriation. 


In medical emergencies, SPARINE aids your diagnosis and management by controlling 


SPARINE |has been proved highly effective in 
management of acute manifestations of severe 
mental and emotional disturbances. Rapid con- 
trol of psychotic behavior is quickly achieved by 
IV or IM administration. Follow-up mainte- 
nance therapy is usually obtained with tablets 
or syrup. The following abstracts from important 
clinical studies further testify to the usefulness 
of SPARINE. 


in acute alcoholic intoxication 

Figurelli! noted that the use of SPARINE in cases 
of acute alcoholism controlled symptoms of 
active delirium, as well as nausea and vomiting, 
and reduced mortality rates. According to 
Figurelli “. . . medication with promazine 
[SPARINE] enables more rapid control of delir- 
ium, eliminates the prolonged and more expen- 
sive therapeutic measures which formerly were 
the only recourse . . . and permits earlier return 
of the patient to gainful occupation.” Paren- 
teral SPARINE was usually used initially by 
Figurelli; oral SPARINE was used for mainte- 
nance. No precipitous drop in blood pressure 
occurred in the series of patients studied by 
Figurelli. 


Note: The degree of central nervous system 
depression induced by SPARINE has not been 
great; however, in the acutely inebriated person 
the initial dose should not exceed that recom- 
mended to be sure that the depressant effect of 
alcohol is not enhanced. SPARINE should not be 
used in comatose states due to central nervous 
system depressants (alcohol, barbiturates, opi- 
ates, etc.). In patients with cerebral arterio- 
sclerosis, coronary heart disease, or other con- 
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nausea and vomiting, hiccups, agitation, fear, and apprehension. 


Sparine 


HYDROCH LORIDE 


CLINICAL USE CONFIRMS EFFICACY 


SERVICE 
TO 
MEDICINE 


ditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 


in acute behavior disorders 

Fink and Vlavianos? reported that with SPARINE 
“Violence and acute overactivity were minimized, 
and combativeness was reduced. The patients 
became more co-operative.”’ SPARINE did not 
impair mental acuity. Insomnia was reduced in 
all overactive patients. Patients with hallucina- 
tions or delusions generally improved as long as 
medication was continued. Acute hallucinations 
were quickly relieved. At the end of these 
studies of 200 ward patients: 37 were released; 
41 were transferred to an open ward with 
privileges and were being considered for release. 
No side effects were observed. 


for patients reacting adversely to other ataraxics 


SPARINE was used? to treat chronic hospitalized 
psychotic patients ranging in age from 16 to 88 
years. Improvement was noted in 72 percent of 
180 patients treated. Psychotherapy was facili- 
tated so that 26 patients were able to be re- 
leased from the hospital. Of 58 patients who 
were placed on SPARINE because of complica- 
tions resulting from other ataraxic therapy, 
49 (85 percent) showed resolution of complica- 
tions and were able to be maintained on SPARINE. 
References: 1. Figurelli, F.A.: J. Am. Med. Assoc. 
166:747 (Feb. 15) 1958. 2. Fink, L., and Vlavianos, G.: 


Psychiat. Quart. 32:532 (July) 1958. 3. Graffeo, A.J.: 
Am. J. Psychiat. 116:842 (March) 1960. 

For further information on limitations, administration, 
and prescribing of SPARINE, see descriptive literature or 
current Direction Circular: 


Wyeth Laboratories Philadelphia 1, Pa. 
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maintains 


NORMAL 
‘SINUS 
RHYTHM... 


on Q12H. 
DOSAGE 


QUINAGLUTE 


DURA-TABS 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


w CARDIAC ARRHYTHMIAS” 


only one water system, which is munici- 
pally operated, and some 30-odd milk 
pasteurization plants. The effectiveness of 
control of these centralized operations is 
attested to by the fact that for almost 
30 years, no recognizable milkborne or 
waterborne illness has occurred, with the 
exception of one small localized outbreak 
of shigellosis in 1959 which, presump- 
tively, was believed to be waterborne. 

On the other hand, New York City 
has about 22,500 restaurants, 400 retail 
and wholesale bakeries making custard 
products, 5,000 establishments licensed 
for retail food processing, some of which 
are stores selling appetizers, delicatessens, 
catering establishments, fish processors, 
and pork sausage manufacturers, and 100 
wholesale food-processing establishments 
which prepare ready-to-eat, take-home 
foods. There are also about 1% to 2 
m'llion dwelling units in which food is 
prepared for consumption. The magni- 
tude of this potential control task is al- 
most of Herculean proportion. This is 
one possible explanation for lack of evi- 
dence of a decline in food poisoning in 
this city. 


LECLINE OF CERTAIN PATHOGENS 


Milk and water control have been aided, 
to a degree which cannot be exactly 
determined, by a gradually decreasing 
prevalence of some important diseases, 
such as typhoid and paratyphoid fever, 
bacillary dysentery, diphtheria, and strep- 
tococcal infections. This decline, which 
has resulted in less grist for the sanitary 
control mill, came about not only because 
of attrition produced by sanitary control 
measures themselves but also because of 


evolutionary processes which reduced the 
virulence of some of the pertinent micro- 
organisms, as well as other control pro- 
cedures such as immunization, chemo- 
therapy, and antibiotic therapy. Food 
control has been similarly affected but 
to a lesser degree. Thus the diseases with 
the highest fatalities, such as typhoid 
fever, botulism, and streptococcal infec- 
tions, have declined to a low level. Most 
likely, however, these diseases have never 
been the major agents of foodborne dis- 
ease. There is no evidence, on the other 
hand, that the bacteria mainly responsible 
for food poisoning are less prevalent or 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 


For SAMPLES and complete literature*-*° 
giving indications, cautions, etc., write REFER T 


W Y N N PHARMACAL PDR 
“U.S, Patent CORPORATION Page 821 


95,881 Lancaster Ave. at 51st St., Philadelphia, Pa. also available INJECTABLE QUINAGLUTE 


handled during or after processing. Fur- 
thermore, since most foods which are 
likely to cause poisoning are in a solid 
state, unlike milk and water, it is tech- 
nically very difficult to prepare them in 
closed systems. 

Food sanitation is also greatly compli- 
cated by the multiplicity of food products 
and preparative processes used. This com- 
plexity is still further compounded by the 
fact that foods, unlike milk and water, 
are prepared in a multitude of establish- 
ments. Food in each such place is ex- 
posed to contact with one, several, or 
many food handlers. Finally, many food 
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handlers are unskilled and from the lower 
economic and social strata. They are thus 
unaware of and indifferent to sanitary 
techniques. 

The great number of persons and 
places concerned makes it physically dif- 
ficult and sometimes impossible for a 
health agency to exercise satisfactory 
control. The magnitude of this numbers 
problem can be illustrated by comparing 
statistics on the extent of food-processing 
operations with those for milk- and 
water-processing operations in New York 
City, which has a population of about 
8 million persons. There is practically 


less virulent today than they were in 
the recent past. These include the staphy- 
lococci, enterococci, Salmonella species, 
and Clostridium welchii. 


PUBLIC AND PROFESSIONAL APATHY 


Another very important factor in the 
early and continuing success of milk and 
water programs was good citizen support, 
as well as support of the press and 
medical circles. Originally, this support 
stemmed mainly from the nature of the 
diseases for which milk and water served 
as vehicles. Illness frequently was ac- 
companied by high mortality and was 
well publicized. When mortality was not 
significant. illness often was severe enough 
and of sufficient duration to require med- 
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taste-tested 
experts 
Vi-SOL 


Chewable Vitamins 


TRI-VI-SOL® * POLY-VI-SOL® * DECA-VI-SOL® 


In recent taste tests by over 800 children, 
the flavor of Vi-Sol® was preferred over 
other chewable vitamin tablets...as much 
as 2 to 1 in some cases. 


Vi-Sol chewable vitamins are reformulated 
on an authoritative basis,* with practical 
modifications, to provide safe, rational lev- 
els of vitamins C, D and A for the growing 
child—preschool to adolescent. 


*J.A.M.A. 169:41-45 (Jan. 3) 1959. — 


‘Mead Johnson 
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Symbol of service in medicine 
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to help you transform a tense, irritable, depressed 


patient into a woman who is receptive to your counsel 


and adjusted to her environment 


~DEXAMYL' 


FORMULA: Each ‘Spansule’ capsule No. 1 con- 
tains Dexedrine® (brand of dextro amphetamine 
sulfate), 10 mg.; amobarbital [Warning, may be 
habit forming], 1 gr. Each ‘Spansule’ capsule No. 2 
contains ‘Dexedrine’ (brand of dextro amphetamine 
sulfate), 15 mg.; amobarbital [Warning, may be 
habit fotming], 1% gr. The active ingredients of the 
‘Spansule’ capsule are distributed among hundreds 
of minute pellets with varying disintegration times. 
A therapeutic dose is released immediately and the 
remaining medication, released slowly and without 
interruption, sustains the effect for 10 to 12 hours. 
INDICATIONS: (1) for mood elevation in depres- 


SPANSULE* 


brand of sustained release capsules 


sive states; (2) for control of appetite in overweight. 
USUAL DOSAGE: One ‘Dexamyl]’ Spansule capsule 
taken in the morning. 

SIDE EFFECTS: Insomnia, excitability and in- 
creased motor activity are infrequent and ordinarily 


mild. 

CAUTIONS: Use with caution in patients hyper- 
sensitive to sympathomimetic compounds or barbi- 
turates and in cases of coronary or cardiovascular 
disease or severe hypertension. 

PRESCRIPTION SIZE: Bottles of 30 capsules. 


Prescribing information adopted January, 1961. 


Smith Kline G French Laboratories, Philadelphia 
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yet atropine precautions ordinarily 
not be observed." 


Selectivity is the key 
to 4 decade of success 


hypertrophy, because of the spec: 
ity of Bentyl for the G. |. tract. . 


BENTYL 


(dicyclomine) Hydrochloride 


Bentyl stands apart from antisecretories and 
other antispasmodics in combining effective- 
ness with outstanding toleration. Usual adult dos- 
age is 20 mg. t.i.d. There is a Bentyl dosage form 
THE WM. S. MERRELL COMPANY to suit every age group and therapeutic need. 


See page 661, Physicians’ Desk Reference,1961. 
Cincinnati, Ohio/ Weston, Ontario Brochure with full product information available on request. 


TRADEMARK: BENTYL® 
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thisis 


PLEXONAI, 


{ACTUAL SIZE AND SHAPE) 


* Optimum results are . 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 


Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 

of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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a superior daytime relaxing agent 
(NOT A TRANQUILIZER) 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal-was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate | 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.””" 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, ‘ 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day* 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate_15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


ORIGINAL 

RESEARCH 
SERVING THE 
PHYSICIAN 


SANDOZ 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. 


| | | 
| i 
| 
: | 
| 
| 
| 
| 
| 
| 
4 
i 
j 
4 
‘ 
| 
; 
q 
| 
| = 


Remarkably useful in a wide variety 
of inflammatory conditions, 
including: rheumatoid arthritis, 
spondylitis, osteoarthritis'*; gout'”*; 
acute superficial thrombophlebitis®"°; 
painful shoulder (peritendinitis, 
capsulitis, bursitis, and acute 
arthritis of that joint)'”; severe forms 
of a variety of local inflammatory 


The physician should be thoroughly 
familiar with the dosage, side 
effects, precautions and contra- 
indications of Tandearil before 
prescribing. 


Full product information available 
on request. 
1081-61 


development 
in nonhormonal 


inflammatory 


more specific than steroids —Acts 
directly on the inflammatory lesion 
without altering pituitary-adrenal 
function...without impairing 
immunity responses."."4 


more dependably absorbed than 
enzymes — Tandearil, a simple, non- 
protein molecule, is rapidly and 
completely absorbed*."*, consistently 
providing effective blood levels. 


far more potent than salicylates — 
Anti-inflammatory potency of 
Tandearil markedly superior to 
aspirin.2."5 


available: 
Round, tan, sugar-coated tablets 
of 100 mg. in bottles of 100 and 1000. 


references: 

1. Graham, W.: Canad. M. A. J. 82:1005 (May 14) 1960. 
2. Vaughn, P. P.; Howell, D. S., and Kiem, |. M.: 

Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, T. J.: 

J. Irish M. A. 46:106, 1960. 4. Cardoe, N.: Ann. 
Rheumat. Dis. 18:244, 1959. 5. Robichaux, E.: General 
Practice 24:14, 1961. 6. Brooke, J. W.: Western Med. 
2:81, 1961. 7. Connell, J. F., Jr., and Rousselot, L. M.: 
Am. J. Surg. 98:31, 1959. 8. Brodie, B. B., et al., in 
Contemporary Rheumatology 1956, p. 600. 9. Stein, 

1. D.: Ann. N. Y. Acad. Sc. 86:307 (March 30) 1960. 

10. Barczyk, W., and Roth, W.: Praxis 49:589, 1960. 
11. Miller, J. M., et al.: Antibiotic Med. and Clin. 
Therap. 7:109, 1960. 12. Connell, J. F., Jr., and- 
Rousselot, L. M.: Am. J. Surg. 97:429, 1959. 

13. Summary of individual case histories submitted 
to Geigy. 14. Domenjoz, R.: Ann. N. Y. Acad. Sc. 
86:263, 1960. 15. Smyth, C. J.: Ann. N. Y. Acad. Sc. 
86:292, 1960. 16. Yu, T, F., et al.: J. Pharmacol. and 
Exper. Therap. 123:63, 1958. 


Geigy Pharmaceuticals 
Division of 

Geigy Chemical Corporation 
Ardsley, New York 
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Three of these women have vaginitis (trichomonal, monilial 
or mixed). Only comprehensive therapy can reach all three. 


For every 2 cases of vaginitis caused by Trichomonas vaginalis alone, there is usually 1 case caused by 
Candida (Monilia) albicans, Haemophilus vaginalis, or mixed infection involving several pathogens.1-3 
You can reach all of these vaginitis patients with the comprehensive vaginal preparation effective against 
C. albicans, H. vaginalis and other bacterial pathogens, in addition to T. vaginalis. 


1. Powper for weekly application in your office: FUROXONE® (furazolidone) 0.1% and Micorur® (nifuroxime) 0.5%, in an acidic water- 
dispersible base. 15 Gm. plastic squeeze bottle. 2. SuppostTories for continued home use: first week 1 in the morning and 1 on retiring. 
After first week, 1 at night may suffice. Continue treatment during menses and throughout menstrual cycle and for several days there- 
after. Contain Micorur 0.375% and FuroxoneE 0.25% in a water-miscible base. Boxes of 12 or 24 suppositories with applicator. 


1.Coolidge,C. W.; Glisson,C.S., Jr.,and Smith, A.A.:J.M.A. Georgia 
48:167 (Apr.) 1959. 2. Ensey, J.E.:Am.J. Obst. & Gynec. 77:155 (Jan.) 1959. 
3.Frech, H.C.,and Lanier, L.R., Jr.:J.M.A. Georgia 47:498 (Oct.) 1958. 
EATON LABORATORIES ® 
Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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SWISS TESTS INDICATE DENTAL CARIES IN 


CHILDREN CAN BE REDUCED AS MUCH AS!” 


84.8% WITH CONTROLLED USE OF SODIUM, 


FLUORIDE TABLETS* 


IN YOUR PRACTICE, SUGGEST ... 


KARI DIUM 


FOR THE INDIVIDUAL SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN 


tablet (8 drops liquid). 


* Hell, €. W., 


G.P. XX11:6, Dec. 1960 


Thousands of physicians and dentists are prescribing KARIDIUM for use 
in rural areas; in cities where community fluoridation has not begun; 
and for patients where rampant caries is a serious problem. 
also been used with success, prenatally. 

For HOME FLUORIDATION, one tablet (or 8 drops liquid Karidium) in a 
quart of water provides the recommended fluoride concentration — 
one part per million. Karidium may also be used with fruit juices, 
milk, formula or taken as other solid medication. 

Chemically pure sodium fluoride is the active ingredient in a 1.5 grain 
Each tablet or 8 drops liquid yields 1 mg. 
fluoride ion. (Karidium is not indicated in a strict salt free diet.) 
Parents should be instructed that sodium fluoride should be taken 
conscientiously throughout the period of tooth formation for maximum 
mm reduction in tooth decay. 

ti. f Complete schedules, literature and clinical samples available. Karidium 
is patented in U.S.A. and Canada. 


3 Supplied: Tablets, bottles of 180 and 1000. 
Liquid, 60 cc. plastic dropper bottles. 


It has 


“The Family Doctor & Preventive Dentistry’ 


-LORVIC Corporation 


EASTON AVE. © ST. LOUIS 12, MO. 


Professional 


Corp., Montreal 26, Quebec 


Canada: Pharmaceutical 
Far East: Dreyer & Co., Ltd., 201 Alexandra House, Hong Kong 


ical attention. Another not unimportant 
factor was that infants and young chil- 
dren were affected by milkborne disease. 
Because of the public’s awareness of the 
health hazards associated with the con- 
sumption of milk and water, it was not 
too difficult to get support for control 
measures. 

The food control story is quite differ- 
ent. Most food poisoning today is usually 
relatively mild, and most often, the af- 
fected person is not seen by a physician. 
Deaths are very rare. Even extensive 
outbreaks, which are much less frequent 
than single cases or small outbreaks of 
food poisoning, arouse little furor when 
publicized. Usually adults are affected, 
and no scare headlines “about the danger 
to our children” are seen. 
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The public has been long accustomed 
to occasional mild and even more severe 
gastrointestinal symptoms. The expression 
“It was probably due to something I ate” 
is frequently uttered as an incident-clos- 
ing, fatalistic remark on a part with the 
statement that a treated cold ends in a 
fortnight whereas an untreated one lasts 
2 weeks. People, as a whole, do not seem 
to know that food poisoning is a pre- 
ventable disease as well as one with a 
sizable annual incidence. This unaware- 
ness and apathy neither stimulate ap- 
praisal of existing control programs nor 
encourage formulation of new ones. 

The lack of concern when an out- 
break occurs is also shared by physicians, 
notably those associated with large feed- 
ing operations. For example, very recent- 


ly in New York City, where food poison- 
ing is a reportable disease, there were 
two instances of unreported outbreaks, 
one in a very large industrial feeding 
operation, the other in a large institution. 
Only after second outbreaks had occurred 
shortly after the first ones did apprehen- 
sion lead to a report. The second out- 
breaks would probably not have taken 
place if the first occurrence had been 
revealed. This failure to report, whether 
due to a desire to avoid publicity, suits 
for personal injury, or impairment of 
personnel relations, or due to unenlight- 
enment or simple neglect, is another 
instance of the necessity for an effective 
educational program. 


TECHNOLOGY AND LABORATORY 
STANDARDS 


Public interest in milk and water control 
encouraged continued research and the 
development of improved engineering 
procedures and technical advances by 
industry. Very importantly, it also led 
to the development of standard methods 
for testing these substances in the labora- 
tory and, finally, to absolute laboratory 
standards, particularly bacteriological, by 
which nationwide uniformity was_at- 
tained. The efforts of the American Public 
Health Association in sponsoring stand- 
ard methods for milk and water analysis 
and of the Federal Government in estab- 
lishing standards, both qualitative and 
quantitative, for use in interstate com- 
merce, were great stimulants in these 
endeavors. 

Despite the absence of local consumer 
interest in the food problem, there has 
fortunately been a carryover of technical 
knowledge from milk control into this 
area. Equipment of proper sanitary de- 
sign is available and in fairly widespread 
use. The Public Health Service ordinance 
for restaurant food service and the efforts 
of the National Sanitation Foundation 
have been helpful. 

Laboratory control of food preparation 
and processing, however, is still in a 
relatively elementary stage of develop- 
ment. The American Public Health Asso- 
ciation issued its first volume on_ bac- 
teriological testing of foods as late as 
1958. This, however, is not a standard 
methods volume. There are no standard 
methods and consequently no universally 
accepted absolute standards of bacterial 
quality. Each laboratory decides which 
tests it will perform and how they will 
be carried out. Confusion reigns. In any 
event, although standards of bacterial 
quality are a useful adjunct to food 
protection, the main factor continues to 
be sanitary practice. 


HEALTH AGENCY ATTITUDE 


Present morbidity statistics, inadequate as 
they may be, indicate that a measure of 
control of foodborne illness has been 
attained. While statistics of reporting 
States and cities reveal no great decrease 
in morbidity, they may also be _ inter- 
preted as indicating no increase. This 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


L I S$ T It C A 


lam pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not ‘‘just another tranquilizer." We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
; eunoia*—'‘a normal mental state.” This simple, effective dose remains the same, even 
H in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first ‘Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 
tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour. 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO. *Stedman's Medical Dictionary. 


JOURNAL A.O.A., VOL, 61, OCT. 1961 ; A-135 
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ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 


LISTICA by ARMOUR ailays TENSION/ANXIETY... 


A maintains acuity... promotes eunoia*... 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


LISTICA 


lifts the facade of New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
TENSION/ANXIETY inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 

tension /anxiety states. 


maintains Unlike many drugs, Listica does not affect unconditioned response or normal 
normal acuity motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 

reading, writing, etc., without interference from.drug therapy. 


enhances As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
physician-patient ‘a normal mental state." It bares the patient's true somatic condition, and facili- 
rapport tates diagnosis and therapy. Patients are more tractable to concomitant drug 

therapy, respond better, faster. 


without known Listica is safe, as well as effective. Chronic studies! in rats (12 months) and dogs 
toxicity or (6 months) were free of toxic manifestations at oral dosage levels as high as 200 
contraindications mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 

has not been noted. 


without serious During three and one-half years of clinical study in 1,759 patients,2"!3 Listica has 
side effects produced no serious side effects. Less than 4% of patients experienced any side 
or habituation &ffects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 

even in patients taking Listica as long as two years. 


with convenient One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
dosage and 0f50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
availability 200 mg. of Hydroxyphenamate, Armour. 


References: 
1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch. de Pharmacodynamie; 2Hubata, J.A., and Hecht, R.A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. Tc be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: 
Experience with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of 
Hydroxyphenamate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the 
Nervous System, Sept., 1961; Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moder- 
ate Anxiety States. /bid; 7Cahn,M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Derma- 
tological Therapy. /bid; 8Davis, O. F.: On Use of Hydroxyphenamate in Anxiety Associated with 
Somatic Disease. /bid; 9Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquil- 
izer Drug (Listica). /bid; 19Friedman, A. P.: Pharmacological Approach to Treatment of Headache. 
Ibid; 1\Greenspan, E. B.: Use of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 
12Lunde, F., Davis, J., and Gouldmann, C.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. 
Ibid; 13McLaughlin, B. E., Harris, J., and Ryan, F.: Double Blind Study Involving “Listica,"’ Chlordi- 
azepoxide, and Placebo" as Adjunct to Supportive Psychotherapy in Psychiatric Clinic. /bid; '4Bastian, 
J. W.: Pharmacology and Toxicology of Hydroxyphenamate. /bid; 5Bossinger, C. D.: Chemistry of 
Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe “‘Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour, ©1961, A.P. CO, Stedman's Medical Dictionary 
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After 10 weeks — 
of therapy— 
a clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 


wash, enhances any treatment for For treatment at home, this patient 
acne. Because it contains 3 per cent washed her face daily with pHisoHex 
hexachlorophene, it supplies continuous and kept pHisoAc on her face twenty- 
antibacterial action to help combat four hours a day. 


the infection factor. pHisoHex 
cleanses better than soap because 
it is 40 per cent more surface-active. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 


Used together, PHisoHex and new No other medication was given. 
keratolytic pHisoAc Cream provide 


basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles q 
of | pint; pHisoAc in 114 oz. tubes. . 


pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


New York 18, N.Y. After 10 weeks of therapy 
1 ® 
For Acne-[IHISOHEX’ and 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


pHIsoAc’ cream 


keratolytic 


d DGRAPHS 
| 
Acne vulgaris before treatment 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 


indices, i. e., pain on motion, tenderness, - 


swelling and morning stiffness. 

Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request. DECADRON 
is a trademark of Merck & Co., Inc. 

Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p.364. 


m@o MERCK SHARP. & DOHME 
Division of Merck & Co., INC., West Point, Pa. 


Dexameth 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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Greater relief with safety 
Osteoarthritis 


in 


inflammatory disease, 


measures to arrest 


Each uncoated yellow tablet contains: 


Salicylsalicylic acid 714 gr. (480 mg.) 


More effective than acetylsalicylic 
acid alone because the salicylsali- 
cylic acid provides sustained night- 
long and day-long relief of pain 
and stiffness—by virtue of its slow 
absorption.2: 3,4 

The therapeutic problem in 
osteoarthritis—(adequate relief 
without recourse to hazardous 
drugs)—is solved with Persistin 
in many patients. Potent anti- 
inflammatory drug side effects and 
narcotics are avoided. Unlike some 
anti-arthritic drugs, Persistin does 
not cause sodium retention. 
Persistin is well tolerated because 


Acetylsalicylic acid 214 gr. (160 mg.) 


salicylsalicylic acid is insoluble in 
gastric secretions and does not 
cause chemical irritation of gastric 
mucosa. Persistin is sodium free. 
Dosage: Four tablets (40 gr.) daily; 
one after meals and at bed time. Other 
salicylates should not be taken con- 
currently or salicylism may occur. 

Supplied: Bottles of 50 and 500 tablets 


1. Freyberg, R. H., in Meakins, J. C.: The Practice of 
Medicine, St. Louis, The C. V. Mosby Company, 1956, 
p. 1595. 

2. Everingham, D. J.: Calif. Clinician (Mar.) 1960. 

3. Denson, L. J., and Thompson, W. R.: J. Med. Soc. 
N. J. 57:314, 1960. 

4. Biegeleisen, H. K.: Med. Times 85:866, 1957. 


Sherman 


Detroit 11, Michigan 


plateau, which may be regarded as being 
too high, reflects the fact that a great 
deal of money and effort is spent on food 
control activities. Why then is not the 
achievement greater. Apart from intrinsic 
difficulties already noted, one obstacle is 
the attitude of some public health admin- 
istrators. There is a common notion, 
fostered by the success of milk and water 
control programs, that all major bacterio- 
logical problems relating to ingested sub- 
stances have been solved. The main task 
is assumed completed, with only a hold- 
ing operation or at most some mopping 
up remaining. This may or may not be 
true for milk and water control, but it 
is certainly not so for food control. Such 
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a negative attitude, which is also fostered 
by competition from many new projects 
demanding the administrator's attention, 
neither leads to the best use of the food 
control dollar nor improves the morale 
of food control personnel. 

It should be noted, however, that some 
administrators who believe that the food 
control budget is in balance with the 
total budget still recognize the need for 
more effective control. There is no con- 
vincing evidence ‘that the problem is 
fundamentally financial, certainly not for 
well-established local units whose admin- 
istrators presumably would be genuinely 
interested in the development of more 
effective techniques as well as increased 


support by both the food industry and 
the public. A new look at the problem 
by health agencies is overdue. 


RECOMMENDATIONS 


If the premise is accepted that achieve- 
ment in food control leaves much to be 
desired, what can be done to improve 
the situation? There are few if any pat 
solutions. The most obvious approach is 
that of individual and joint reappraisal. 
Proper questions must be asked. Appro- 
priate answers will be reached after study 
and discussion. 

Some questions indicated by this re- 
view may now be asked, and in some 
cases possible answers suggested. Obvi- 
ously, health agencies must be concerned 
with fuller detection and better reporting 
of cases and outbreaks. This depends to 
a great extent on public cooperation 
which in turn depends on public educa- 
tion. It is startling to realize that sec- 
ondary school education on food control 
in the home is practically nonexistent. 
The preparation and institution of such a 
program could be a great challenge to the 
joint efforts not only of the food sanitar- 
ian and health educator but also to the 
school educator. 

Education of the food handler and the 
supervisor of food handling and, perhaps 
more importantly, the administrator and 
physician associated with food service 
must be restudied in connection with 
self-inspection activities, and paramount- 
ly, active supervision by the health agen- 
cy. 

The largest expenditure in food control 
is for the service of the food sanitarian. 
Is he so oriented in his work as to be 
most effective? Is he too concerned with 
the minutiae of operations and the sanita- 
tion of the physical plant and not enough 
with the end product, the food offered 
for sale? Should there be more objective 
appraisal of operations, including, per- 
haps, laboratory tests of the condition of 
equipment and food rather than concen- 
tration on the almost infinite number of 
impedimenta of restaurants? Should the 
sanitarian be concerned with all foods or 
only those that can produce food poison- 
ing? Should a moratorium be placed on 
esthetics of food handling until some in- 
roads are made on the important problem 
of food poisoning control? If the answer 
to some of these questions is yes, retrain- 
ing of the sanitarian is indicated. 

How much effort should be devoted to 
improving processing equipment? For ex- 
ample, should the design of closed-system 
equipment be encouraged or promoted? 
This is equipment, modeled after that 
used in milk pasteurization, with built-in 
facilities for refrigeration and terminal 
sterilization. It could be used for certain 
food products in sizable processing or 
feeding operations. The ever-expanding 
use of ready-to-eat foods, which tends to 
increase the centralization of processing 
facilities, offers this new opportunity for 
as well as new challenge to control. 

A major advancement toward proper 
sanitary design of restaurants was 
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HEWING GUM TROCHE 


Is, patients, outstanding 
alities of effectiveness and safety—qualities that have led to White's pre-eminence. a$ a manufacturer 
for therapy The pages that follow ofthe alinical advantages 
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3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc. 


Antibiotic /Antifungal EAR DROPS 
“,..better results than ever before...”* in 
OTITIS EXTERNA & CHRONIC OTITIS MEDIA 


() 


PURE HISTAMINE ACTION 


94, side effects at level 
Action Tablets) 4 and 6 mg.. bottles of 100 


\ 
\ 


- controls infection + reduces exudation - stops pruritus 
+ physiologic pH + relieves pain - does not distort otic 
landmarks + virtually nonsensitizing and nonirritating 


Available in 15 cc. dropper bottles. 
“Lawson, G. W.: Postgrad. Med. 22:501 (Nov.) 1957 


SOOTHES SORE THROATS 
Available in handy pocket-packs of 16 and bottles of 36. 


(E229) WHITE LABORATORIES, INC./ Kenilworth, New Jersey 
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Physiologic pH Z 

fective relief in 82% of 3334 cases* viel ernal otitis, chronic otitis media 

and chronic mastoiditis with otorrhea. FORMULA: Prednisolone acetate, 5 mg., 

nae (from sulfate), 3.5 mg. and sodium propionate, 50 mg. per cc. Available in 
¢, bottles with "steri-sealed” dropper. Case reports on file, White Laboratories, Inc. 


to head colds, allergies and sinusitis — 
Decongests Nasal and Sinus Passages. 
Dries Mucous Secretions! 
‘sensibly simple formula: Disomer (dexbromphen- 
iramine maleate) 2 -isoephedrine sulfate 
60 mg. Available in bottles of 100 scored tablets. 


“For oropharyngeal infections... 


PROTECTS AGAINST SECONDARY HEMORRHAGE Y 


« reduces local postoperative pain and fl ‘5 
muscle spasm 
speeds resumption of normal diet by 
lessening postoperative discomfort 


“A BACTERIOSTATIC — 
BATH’’* Releases a soothing flow of 
saliva that bathes sore throats with 
effective antibiotic and analgesic 
medications. Nonirritating and virtu- 
ally nonsensitizing. Always a useful =~ 
adjunct to systemic, therapy. : 
FORMULA: Each troche contains Neomyein, 
3.5 mg., Gramicidin, 0:25 mg., and Propesin, 
2.0 mg: Available in packages of 9 and 20, 


® 
ANTI-INFLAMMATORY/Antibiotic/Antifungal Sterile EAR DROPS 
/ SX ANT, 
| chewing gum troches 
| 
| 
Granberty, C., and Beatrous, W.P. EEN-T, Mo. 36:204 (May) 1957...» 
WHITE LABORATORIES, INC./ Kenilworth, New Jersey 


PEPTIC ULCER 
AND HYPERACIDITY 


with associated 


tension and 
nervousness 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


suppresses gastric acid secretion at the parietal cell level 


decreases gastrointestinal hypermotility 


relieves nervousness and tension 


NACTISOL combines: 


NACTON® 4 mg. _ new inhibitor of gastric acid secretion and hypermotility 


poldine methyisulfatet 
“*,..reduces the total output of gastric HCl by about 60%” 
plus 


BUTISOL sopium® 15 mg. **daytime sedative” with highest therapeutic 
index? (highly effective, minimal side effects) _ 
smooth, predictable sedation of 6 hours’ duration 
e Side effects with NACTISOL therapy have been minimal.** 


NACTISOL*...in scored, yellow tablets 
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1, Douthwaite, A. H.: The Development of the Treat of Duodenal Ulcer, Proc. Roy. Soc. Med, 51:1063-1068 (December) 1958. 2. Batterman, R. C., Grossman, 
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to McNeil Laboratories. 4. Lorber, S. H.: Clinical Report to McNeil Laboratories, December 6, 1960. 5. Rider, J. A.: Clinical Report to McNeil Laboratories. 
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achieved in New York City recently by 
the promulgation of a new health code 
requiring prior approval of plans for the 
physical plant of new restaurants. Such 
a procedure might also be considered for 
new food-processing plants. 

The unorganized state of laboratory 
control demands the joint efforts of au- 
thorities in this field to standardize proce- 
dures. It is likely that the greatest value 
of the laboratory lies not in the investiga- 
tion of outbreaks that have occurred, but 
in controlling critical foods on a routine 
preventive basis. 

It is to be hoped that, eventually, 
standard procedures as well as standards 
of bacterial quality of food will be de- 
veloped similar to those effected many 
years ago in other fields of environmental 
control. Isolated attempts to establish 
bacterial standards for certain foods indi- 
cate that a more widespread application 
of such a procedure could be successful. 
For example, standards for bivalve mol- 
luscs have served as guides to quality; 
standards for frozen precooked dinners, 
promulgated by the armed services, have 
been effective; and standards for fresh 
crabmeat, promulgated by New York 
City, created a small sanitary revolution 
in the crabmeat industry. 

There have been few if any efforts to 
promote public health research in food 
control on a continuous and coordinated 
basis. On the whole, the limited progress 
has resulted from individual research car- 
ried out in government agencies at all 
levels, in universities, and in industry. If 
there is to be a new era in food control, 
it presumably will be stimulated by a 
concerted, nationwide research effort. As 
part of such a program, among the first 
steps might be the formation of a national 
study committee. The committee might 
be charged first with determining the 
status of food control, then with estab- 
lishing broad national goals for research 
and development, and finally with sug- 
gesting means for implementing these 
goals. 


SUMMARY 


The apparent lack of progress of food 
poisoning control programs in the United 
States is indicated by a fairly constant 
number of outbreaks and cases reported 
annually. In comparison, milk and water 
control programs have been successful. 
Most likely the magnitude of the problem 
is not realized, and many more cases of 
foodborne disease occur than are re- 
ported. 

Probably the most important difficulty 
in sanitary control relates to the nature 
of food-processing and food-serving oper- 
ations. As a rule, terminal sterilization of 
foods cannot be or is not performed. 
Likewise, closed-processing systems have 
not or cannot be used. As a result, food 
which is frequently not entirely freed of 
contamination is also subjected to recon- 
tamination. Also, food-preparation op- 
erations include numerous food products 
and processes and many locations with 
thousands of employees, a great number 
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YALE 


STERILE 


DISPOSABLE 


NEEDLES 


for the benefits 


of disposability... 


EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time u 


FULL-PROTEGTION SHEATHS 


in the package—artter 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


of whom are potential sources of food 
infection. The application of close physi- 
cal control of food preparation, so suc- 
cessfully applied in the sanitation of milk 
and water supplies, demands greater 
manpower resources than are available. 

Unlike the decline in prevalence of 
some of the bacteria responsible for milk 
and water illnesses, there is no such evi- 
dence for the causative organisms of 
food poisoning. 

Although the sanitary design of equip- 
ment for milk and water control has 
greatly benefited technological develop- 
ment in food control, important funda- 
mental problems remain unsolved. The 
use of bacteriological testing of foods is 
not yet universally supported by the food 
industry and the public. There is no con- 


sensus as to the value of or necessity for 
bacteriological tests, which tests should 
be used, or which, if any, quantitative 
standards should be applied. 

The stimulus of public demand for 
more adequate food-protection services is 
largely lacking. This reflects a negative 
public attitude caused by the fact that 
food poisoning is usually relatively mild 
or, if severe, frequently of short duration; 
a fatalistic attitude induced by unaware- 
ness of its preventable nature; and un- 
enlightenment as to the extent of its 
occurrence. 

A significant intangible obstacle to 
improving the status of foodborne disease 
is the complacency of some administra- 
tors because they know a control program 
exists and they believe that the problem 
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after 3 years’ clinical experience: 
here is what we now know about MER/29 andf§.. 


We know that MER/29 lowers choles- 
terol in 8 out,of 10 patients, even 
without dietary restrictions. In 576 
patients studied by various physi- 
cians, average cholesterol levels 
dropped from 303 mg. % to 241 mg. % 
—an average decrease of 62 mg. %. 
We know that MER/29 reduces total 


sterols in both blood and tissue. 


We know that MER/29 does this by 
inhibiting the body’s own production 
of cholesterol. 

We know that its use in over 300,000 
patients reaffirms the safety margins 
established in early laboratory and 
clinical data. 


We know that, in some patients, con- 
current clinical benefits attend the use 
of MER/29. Published papers on 
MER/29 therapy to date report im- 
provement in 50 of the 79 anginal pa- 
tients reported in these studies, and 
comparable results are being obtained 
in similar studies now in progress. 
Among the other benefits reported are: 


decreased incidence and 
severity of anginal attacks 
improved ECG patterns 


diminished nitroglycerin 
dependence 


increased sense of well-being 


TISSUE SERUM TISSUE SERUM 


MER/29 Studies in patients have 
demonstrated a reduction of ap- 
proximately 40% of tissue choles- 
terol, as weli as a significant 
reduction of the total sterol pool. 


OTHER MEASURES No other meas- 
ures are proven to reduce tissue 
cholesterol even in the face of 
serum cholesterol reduction. 


effect on 
body pool of cholesterol 


“During triparanol [MER/29] therapy there was a definite 
improvement in the electrocardiographic tracings in re- 
sponse to exercise in 3 of 11 subjects with angina pectoris.” 
— Hollander, W,, et al.: J.A.M.A. 174:5 (Sept. 3) 1960. 


“Nitroglycerine requirements decreased in 3 [of 5 out- 
patient] patients, including the patient showing electro- 
cardiographic improvement....Three [of 4 private male 
patients], after a lapse of some weeks, showed improve- 
ment in exercise electrocardiograms, which was sustained 
but not further improved in subsequent observations.” 
—Corcoran, A. C., et al.: Progr. Cardiovasc. Dis. 2: (Pt.1) 
576 (May) 1960. 


“Of the 45 patients with coronary artery disease followed 
for 1 year, 16 had a history of frequent anginal attacks. 
Fourteen of these spontaneously stated that their angina 
disappeared within 2 months of [MER/29] therapy....In 
one patient...with persistent coronary insufficiency pattern 
(ST segment depressions in multiple leads), there was a 
complete reversion to a normal tracing during MER/29 
therapy with associated clinical improvement in angina.” 
—Lisan, P:: Progr. Cardiovasc. Dis. 2: (Pt. 1) 618 (May) 
1960. 
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“TI; has become generally accepted that elevated 
blood cholesterol or lipid, if sustained long enough, 
to early atherosclerosis.” 


—/’age, 1. H.: Mod. Med. 29:71 (Mar. 20) 1961. 


Ep demiologic studies show that low cholesterol levels 
are associated with low incidence of atherosclerosis 
and coronary artery disease. On the basis of such 
studies, Stamler has said: “...a 15 to 20 per cent re- 
duction in mean serum cholesterol levels alone might 
be associated with a 25 to 50 per cent reduction in 
coronary disease incidence rates in middle-aged men.” 
—Stamler, J.: Am. J. Pub. Health 50:(Pt. 2) 14 
(Mar.) 1960. 


Despite our knowledge of the action, benefits and 


safety of MER/29, much remains to be discovered 
about the basic concept of cholesterol-lowering ther- 
apy. In this, MER/29 is comparable to the well- 
accepted use of antihypertensive agents: we know 
they lower blood pressure, but we cannot prove that 
lowering blood pressure will also lower morbidity or 
mortality. Yet few physicians hesitate to use these 
agents. The possible good is too great to ignore. 


So it is with MER/29. No one can yet be certain that 
sustained, effective lowering of total body sterols will 


INCIDENCE OF ATHEROSCLEROTIC 
HEART DISEASE (males, aged 45-62) 


ELEVATED 
CHOLESTEROL: CHOLESTEROL: CHOLESTEROL: 


normal above 260 mg.% obesity 
hypertension 


14.3% 


—Adapted from Katz, L. N., and Pick, R.: Heart Bull. 
8:82 (Sept.-Oct.) 1959. 


prevent or alter atherosclerosis. But the current evi- 
dence strongly supports this concept. 


Perhaps that’s why a growing number of physicians 
are now prescribing MER/29. They wish to assure 
their hypercholesterolemic, coronary artery disease, 


and atherosclerotic patients this reasonable hope. 


It is a decision facing every physician. 


Complete Still 
bibliography available... 


ie write for 
and prescription your copy 
of this 
full-length 


report. 


information 


on request. 


(triparanol) 


The Wm. S. Merrell Company 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio/ Weston, Ontario 


Trademark: MER/29® 
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in leading headache clinics, 


ORIGINAL 
RESEARCH 


PHYSICIAN 


the drug of choice for migraine is 


First thought in migraine: 


CAFERGOT TABLE TS:ergotamine tartrate 1 mg., 
caffeine 100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; if needed, 1 addi- 
tional tablet every 42 hour until relieved (maximum 
6 per attack). 


CAFERGOT SUPPOSITORIES: ergotamine tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 
sugar-coated.) Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 
mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 
as Cafergot Suppositories. 


SERVING Tt 


Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 
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Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 


40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ...... 
Myristyl-gamma-picolinium 

Water for injection ...... oe GM 
Supplied: 1 cc. and 5 ce. vials 
20 mg. per cc. 


Each cc. contains: 
Medrol (methylprednisolone) 

. 20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 
intra- 
articularly 


SOPYRIGHT 1961, THE UPJOHN COMPANY 
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In the constant struggle against 


~ 


JOURNAL AO.A., 


EPIDEMIC OBE 


ITY 


your patients need 
your kinds of help 


The slender willpower of the obese patient is no match for the heavyweight forces of 
commercial temptation. Millions of dollars are spent to obsess him with the fattening, 


forbidden foods that have made obesity *' 


epidemic” 


. while more millions promote 


the latest fads in diets. No wonder the patient, bedeviled and bewildered, loses the 
struggle against temptation .. . 


For willpower alone is not enough. Your kinds of help are sorely needed. You 
alone can meet the patient’s individual need for authoritative diagnosis and 
advice in the struggle against overweight. You alone can help the patient 
deal with underlying emotional factors and establish sensible eating habits. 


It can be a difficult task. Temptation sometimes triumphs. But not as often, 
when your kinds of help include your selective use of . . . 


for “sedentary” overeaters 


Each capsule of each strength con- 
tains equal parts of d-amphetamine 
and dl-amphetamine as cation ex- 
change resin complexes of sulfo- 
nated polystyrene. Effects: 10-14 
hour appetite appeasement with 
mild invigoration. Side Effects: 
When they occur, these may in- 
clude dryness of mouth, insomnia, 


and other signs of mild central 


for “active” overeaters 


nervous stimulation. Accidental 


overdose may be treated by lavage’ 


and sedation. Precaution: Although 
singularly free from side effects, 


use with initial care in patients 


hypersensitive to sympathomi- 


metic compounds, in 


cardiac irregularity. 


coronary 
disease, severe hypertension or 


BIPHETAMINE ‘20’ 
(20 mg.) 


BIPHETAMINE 


(12.5 mg.) 


BIPHETAMINE 


(7.5 mg.) 


lo NAM | a ‘strasionic’ release anoretic 


PHENTERMINE RESIN 


Each capsule of each strength con- 
tains phentermine (phenyl-tert.- 
butylamine) as a cation exchange 
resin complex of sulfonated poly- 
styrene. Effects: 10-14 hour appetite 
appeasement. Side Effects: When 
they occur, these may include dry- 
ness of mouth, insomnia, and other 
signs of mild central nervous stim- 


for “refractory” overeaters 


ulation. Accidental overdose may 
be treated by lavage and sedation. 
Precaution: Although singularl. 

free from side effects, use with 
initial care in patients hypersensi- 
tive to sympathomimetic com- 
pounds, in coronary disease, severe 
hypertensionorcardiacirregularity. 


Each capsule of each strength con- 
tains 40 mg. Tuazole® (2-methyl-3- 
orthoto! 7. -quinazolone) and equal 
parts of d-amphetamine and dl- 
amphetamine—all as cation ex- 
change resin complexes of sulfo- 
nated polystyrene. Effects: 10-14 
hour appetite appeasement with 
mild invigoration and reduction of 
anxiety. Side Effects: When they 


occur, these may include dryness 
of mouth, insomnia, and other 
signs of mild central nervous 
stimulation. Accidental overdose 
may be treated by lavage, cathar- 
sis and sedation. Precaution: 
Initiate treatment cautiously in 
hypertension, cardiac disease and 
in patients hypersensitive to 
sympathomimetic agents. 


IONAMIN ‘30’ 


(30 mg.) 


IONAMIN ‘18’ 


(15 mg.) 


a ‘strasionic’ release anoretic 


BIPHETAMINE-T ‘20’ 


BIPHETAMINE-T 12)’ 


Single Capsule Daily Dose 10 to 14 hours before retiring 
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WEIGHT LIFTING 
CHAMPIONS 


Ysustained medications 


for obesity control 


one dose daily curbs appetite 
brightens mood, eases tension 


Help lift excess weight from obese patients 


Dura-Tabs or Dexatal Dura-Tabs. These 

classic, well tolerated forms of modern sustained 
medications* curb appetite, lift the mood and 
heip keep patients faithful to your diet all day long. 
in addition, Dexatal Dura-Tabs gently allay | 


with one daily dose of either Dexalone 


nervousness and insomnia. 


Phenobarbital 
Dextro-Amphetamine (warning —may be 
sulfate ; ; Specify Dexalone Dura-Tabs 10 or 
DEXALONE 10 required. Economical bottles of 30, 
10 
DURA-TABS me. 100 and 250 tablets. 
DEXALONE 15 — _ Samples and literature? Write 
DURA-TABS Wy N 
DEXATAL 10 
CORPORATION 
Lancaster Ave. at51stSt., Philadelphia 31, Pa. 


of control of ingested substances of all 
kinds has practically been solved. They 
feel no urgency to reevaluate their agen- 
cies’ food control programs in the light of 
available knowledge. Fortunately, this is 
not a universal administrative attitude 
since some administrators recognize the 
need for greater achievement and would 
welcome the development of more effec- 
tive procedures as well as better support 
by the public and the food industry. 
Research in food control has been frag- 
mentary. Hope for real progress lies in 
the development of a national program 
relying heavily on the fruits of coordi- 


A-152 


nated research. The formation of a na- 
tional study committee is suggested. 


1. Porterfield, J. D.: The sanitarian in to- 
morrow’s public health program. J. Milk & 
Food Technol. 22:364-369, 1959. 

2. Dauer, C. C., and Davids, D. J.: 1958 
summary of disease outbreaks. Pub. Health 
Rep. 74:715-720, 1959. 

3. Dauer, C. C.: Reporting of foodborne 
disease. J. Milk & Food Technol. 22:332-334, 
1959. 

4. Dack, G. M.: Quoted in That’s interest- 
ing. Food Processing 21:3, 1960. 

5. Meyer, K. F.: Food poisoning. New Eng- 
land J. Med. 249:768, 1953. 

6. Slocum, G. C.: Food sanitation and food 
poisoning. A. Food & Drug Officials, U.S. 23: 
3-10, 1959. 


The birth of the 
Bacillus Calmette 
Guerin* 


Some months ago at Istanbul the Interna- 
tional Union against Tuberculosis elected 
honorary members for the first time in 
its forty years of existence. One of the 
persons upon whom this honour was 
conferred was the French veterinarian 
Camille Guerin. 

The man selected for this distinction 
is the last survivor of the heroic age of 
Pasteur, a scientist whose name will go 
down in posterity modestly concealed un- 
der the final letter of the celebrated BCG 
(bacillus Calmette-Guerin) vaccine. 

Dr. Camille Guerin joined the Pasteur 
Institute in 1897 and at the age of 87 
he still lives there at 25, rue du Dr. 
Roux, Paris. The famous house has be- 
come his home, in the most literal sense 
of the word, and since his retirement 17 
years ago on a pension equivalent to that 
of a professor of the Faculty of Medicine 
he has lived there by choice. Here among 
the memories of his youth he receives 
visitors who as they come in are rever- 
ently introduced to busts and portraits: 
“Here is Monsieur Pasteur! Here is Mon- 
sieur Calmette! Here is Monsieur No- 
card!”, At the end of the corridor,’ near 
the tuberculosis laboratories, is his room, 
littered like a student’s with suitcases, 
books, test-tubes. There is a little table, 
a chair, an iron bedstead. It is an austere 
room, this, the chosen setting for his 
retirement. 

A hundred million human beings have 
been vaccinated with BCG, but neither 
Dr. Guerin nor Dr. Calmette have de- 
rived the slightest personal profit from 
it, other than the satisfaction of succed- 
ing in the task they set out to achieve. 

At the beginning of the twentieth 
century tuberculosis was the disgrace of 
industrial society. Charity had become 
ineffective. The time had come for a 
rational approach. 

In 1900 Dr. Calmette turned retreat 
into attack. For five years this eminent 
bacteriologist who had enjoyed the con- 
fidence of Louis Pasteur, had been in 
charge of the Pasteur Institute at Lille. 
The sight of this rich industrial area 
eaten away by such a social canker ab- 
sorbed him completely from the begin- 
ning, for tuberculosis was decimating the 
ranks of the working classes. Calmette 
methodically prepared his case before he 
spoke out against the general resignation. 
He knew that tuberculosis was not a 
hereditary disease but was transniitted 
by infection. The most urgent task was 
to put a stop to contagion. Then effective 
care could be considered. 

At the end of November, 1900, Cal- 


*Reprinted from World Health, January-Febru- 
ary 1960. 
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1 fulminating infections 


e’demonstrates the effectiveness of 
Terramycin in appendicitis with peri- 
tonitis... another reason for the trend to Terramycin. 


Ni ¢ ud 


Ina 10-year study, Wenckert and Robertson (Malmo 
Hospital, Sweden) found that the mortality rate in 
appendicitis dropped dramatically from 1.17% to 
0.22% after Terramycin intravenous therapy was 
used routinely in those cases with associated peri- 
tonitis. 


Cases of appendicitis with peritonitis found during 
the course of 5,564 consecutive appendectomies were 
treated in the first 5 years with penicillin and/or 
streptomycin, and those in the latter 5 years with 
Terramycin administered intravenously and topi- 
cally. Other procedures involved in the 2 five-year 
series, except the different antibiotic therapies used, 
remained essentially the same. 


The authors report: “it would, of course, have been 


[Terramycin ]. 
These findings confirm the life-saving, broad-spec- 
trum dependability of Terramycin Intravenous, as 


reported through more than a decade of extensive 
clinical use in serious or fulminating infections. 


Terramycin 


BRAND OF OXYTETRACYCLINE 


NTRAVENOUS 
AV C vials containing 250 mg. and 


ny mg., A ffered with 1.0 Gm., 2.0 Gm. ascorbic acid, respectively 


for most rapid and highest possible oxytetracycline blood 
levels / easily added to and compatible with most common- 
ly used intravenous solutions / only 2 doses in 24 hours are 
necessary / well tolerated 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


*Wenckert, A., and Robertson, B.: Acta chir. scandinav. 120:79, 1960. 


The dependability of Terramycin is based on its 
broad range of antimicrobial effectiveness, 

excellent toleration, and low order of toxicity. As 
with other broad-spectrum antibiotics, overgrowth 
of nonsusceptible organisms may develop. If 

this occurs, discontinue the medication and institute 
appropriate specific therapy as indicated by 
susceptibility testing. Glossitis and allergic reactions 
to Terramycin are rare. The usual precautions 
required in intravenous administration should be 
observed. See product brochure for full information. 
More detailed professional information available on request. 


lerramvein 
TERRAMYCIN Capsules 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Syrup / Pediatric Drops 
125 mg. per tsp. and § mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit-flavored, preconstituted aqueous 
suspensions 
TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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Antivert stops 


moderate to complete 
relief of symptoms 

in 9 out of 10 patients' 

Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, before 
each meal, for prompt relief of vertigo, Meniere’s syndrome and allied disorders. Side effects 


are short-lived, usually only harmless flushing and tingling associated with vasodilation. As 
with all vasodilators, ANTIVERT is contraindicated in severe hypotension and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and nicotinic acid 
50 mg.) in bottles of 100. Syrup (each 5 cc. teaspoonful contains meclizine HCI 6.25 mg. and 
nicotinic acid 25 mg.) in pint bottles. Prescription only. Bibliography available on request. i 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. | 


And for. your aging patients— 
NEOBON® Capsules 
five-factor geriatric supplement 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. i 
Science for the World’s Well-Being® yl 
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STERILE 


UNOPENED EN 


PETROLATUM GAUZE U.S. P. 


UNOPENED ENVELOPE Mar at AUTOCLAVED OF COLD SOAKED 


SIX 


| SIZES, 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 


and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 


gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 


lesions . . . a packing in nose, eye, and ear procedures . . . here is a dressing that is conven- 


ient to use and of guaranteed, sealed-in sterility. 


1%" x 72” Selvage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 
rhage. 


1” x 36” Strip 

(in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 

Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 

3” x 18” Strip 

(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 
wounds, eschar removal, abrasions, 
compound fractures, amputation 


stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 


3” x 36” Strip 
(in heat-sealed foil envelope) 


When a larger dressing is needed for 
the indications above.. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ¢ Chesebrough-Pond’s Inc., New York 17, N. Y. 
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mette brought together a group of per- 
sons of influence. Melvoz was there, the 
great public health specialist from Leige, 
and so were the prefect of the depart- 
ment, the rector of the University, two 
deans of medicine, and several indus- 
trialists. 

Ardently and persuasively Calmette 
pleaded his case. Let us, he cried, gather 
together all who are willing and able to 
help, and set up dispensaries to track 
down the disease. There were concrete 
proposals; he had studied new procedures 
to purify water biologically, to rid it 
of the contamination so harmful to the 
health of the public. He was full of new 
ideas, like that of training what he called 
“health instructors” among the workers. 
He spoke with authority. The important 
people there knew that he had gone the 
previous year to Oporto, when an epi- 
demic of bubonic plague had erupted— 
an epidemic particularly feared by France 
on the eve of its Universal Exhibition— 
and with calm courage had tried out 
Yersin’s serum, which Roux and he him- 
self had perfected. He won everyone’s 
support. 

At that time Calmette was only 37 
years old. He had beside him a young 
‘man of 28, whom he introduced as his 
colleague: it was Camille Guerin. 

Dr. Guerin, the last survivor of that 
meeting at Lille, will never forget it. It 
was the real beginning. And they already 
were in possession of the scientific theory 
that was to guide them in their lengthy 
task. It was a brand-new one, derived 
in its essence from Pasteur, of attenuating 
strains of bacteria so as to make them 
harmless. 


THE PIONEERS OF THE SUGAR MARKET 


In the same year Camille Guerin had 
married a girl from Chatellerault, Marie 
Lavergne. The two witnesses at the wed- 
ding were the two men of most conse- 
quence in his life: Professor Edmond 
Nocard and Dr. Albert Calmette. 

Born at Poitiers, Guerin had gone to 
the Alfort Veterinary School with the 
prospect of returning to Poitou one day 
to take over his father’s practice. But 
little by little his vocation for research 
became established under the influence of 
Professor Nocard. Following in the foot- 
steps of his master, he had helped to 
prepare the first serum-producing ani- 
mals, the use of which was to lead to 
the sensational address of Emile Roux at 
the Budapest Congress of 1894. In 1897, 
on Nocard’s recommendation, the young 
veterinarian was sent to the Pasteur In- 
stitute at Lille to form a team with Dr. 
Calmette on the model of the already 
famous one of Roux and Nocard. The 
team was completed by Leon Massol on 
the side of physics and chemistry. Hardly 
ten years had elapsed since Louis Pasteur 
had conquered rabies, and there remained 
a great deal to be discovered in the field 
of serum therapy and vaccine prophy- 
laxis. 

Camille Guerin has described his early 
days at Lille. The municipality installed 
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gives safer steroid protection from asthma 


The aim of therapy in asthma should be 
relief of bronchospasm by means of 
decongestant and bronchodilating 
agents plus prednisone. When long- 
continued prednisone treatment is de- 
sirable, use of bronchodilator 
medication and other allied drugs should 
be continued in order to decrease the 
dosage of the steroid hormone to a mini- 
mum.” (Barach, A.L. and Bickerman, 
H.A.: Pulmonary Emphysema, Balti- 


Roussel Corporation, 155 East 44th St., ‘New York 17 


more, The Williams and Wilkins Com- 
pany 1956, p. 523.) 


One DELTAsMyL tablet provides the 
smallest, safest dose of prednisone (1.5 
mg.), augmented by theophylline (120 
mg.), ephedrine HCl (15 mg.), and 
phenobarbital (8 mg.), protects against 
asthma for about 4 hours. Not more 
than six tablets should be taken in 24 
hours. Bottles of 50 tablets. 


the team in temporary rooms in the Sugar 
Market, a vast and dilapidated building, 
with a stable for four horses on the 
ground flocr. Calmette was to produce 
anti-diphtheria serum and prepare calf 
vaccine. Apart from cattle and some rab- 
bits and guinea-pigs, the young veterina- 
rian reigned over an extraordinary me- 
nagerie. The Sugar Market sheltered no 
less than 34 Indian cobras, five fer-de- 
lance snakes from Martinique and two 
large American rattlesnakes, from which 
the venom for the immunization of the 
horses which produced serum was col- 
lected every month. “You should have 
seen,” Guerin says, “how Calmette man- 
aged these reptiles and the skill with 
which he massaged their glands to make 
the venom spurt out onto a watch-glass 
placed between their jaws. As poisonous 


snakes do not eat in captivity they were 
fed artificially. We used a funnel to get 
hens’ eggs into their digestive tubes. I 
used to help Calmette in these manipula- 
tions and we always had a syringe and 
some anti-serum ready. In ten years we 
had to use the syringe three times: twice 
for me, once for Calmette.” 

From 1903 on, the team systematically 
undertook research on the tubercle bacil- 
lus. But they were still without a special 
laboratory and roomy stables for the 
horses and cattle. A benefactor approached 
by Calmette, M. Ledieu-Dupaix, Consul 
for the Netherlands, provided money. In 
1904 the laboratory was completed in 


the Institute garden. Now they could get 


down to work. 
Having studied how tuberculous infec- 
tion in cattle is transmitted, and glimpsed 
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“For centuries the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.”' 


Kidney impairment, with varying degrees of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.”? 


Tophus in the calyx, surrounded by fibrinoid The mid- and outer portion of the pyramid with 
exudate and detached mucosal epithelium.® typical uric acid crystals in the collecting system.* 


AIDS TO DIAGNOSIS 


Rheumatoid Arthritis ... continuous discomfort and 
progressive disability. 


Degenerative Arthritis... discomfort. 


Gout ... acutely painful attacks followed by periods of remission. 


“The metatarso- 
phalangeal joint 
of a great toe is 
affected early or 
repeatedly in 
some cases, 
rarely or never 
in others.’’6 


“All patients 
complaining of 
non-traumatic 
musculoskeletal 
discomfort 
should have at 
least one serum 
uric acid deter- 
mination.” 5 


“lf a family history of gout is 


_ obtained, even though it is one 


or two generations removed, 
this information is significant.”’4 


Colchicine test: “Colohicine 


_ should be administered as 
early as possible after the 


onset of articular distress, 


are required.” Pain relief 
of gout. 


highly indica 


THE “INSULIN OF GOUT”’ 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for long-term administration.” ® 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. x 


A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


“ ,. the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.”® 


COLCHICINE WITH BENEMID.- 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.: J. June, 1960. 2. Arthritis & Rheumatism 1:191, June, 1988. 3. 
jan, K. L.: Medicine 39:405, Dec. 4. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 
al.: Chron. Dis. 645, Nov., cout and at arthritis Cecil, R. L.: A tex of 

and Kepkey P. Hs ancouver M.A. 29:306, April, 
albott, J. H.: Current Med. Dig. 26:57, Nov., 1959. 


Before or administering BENEMID eg the sholild con- 
sult the detailed information on use accompanying the package or available on request. 


Oo} MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


BENEMID AND COLBENEMID ARE TRADEMARKS OF MERCK AND CO., INC, 
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VITAMINS ARE THERAPY. 


STRESS FORMULA VITAMINS LEDERLE 


... POSTOPERATIVELY 


High potency B and C vitamins help meet in- 
creased metabolic requirements after surgery.. 
offset stress depletion. Such metabolic support 
with STRESSCAPS can hasten recovery and make 
for a more favorable postoperative course. 
Packaged (30 and 100) in decorative “reminder” jar. 
Each capsule contains: 


Ascorbic Acid (C) 

Pyridoxine HCI (Be) 

Vitamin Bio 

Calcium Pantothenate 

Average dose: 1 to 2 capsules daily. : 
Request complete information on indications, dosage, 
precautions and contraindications from your Lederle rep- 
resentative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York a> 


| 
VNU SAAR SS 
Thiamine Mononitrate (By) 10 mg. : 
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without 


somnolence 


with sharpened mental acuity 
and restoration of normal drive 


Fluphenazine dihydrochloride 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
all hours of the waking day 


Supplied: Permitil Chronotabs, 1 mg., in bottles of 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (7x } 
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master cra ifismanship 


Master craftsmanship, traditional with RAMSES for almost a half century, stands 
behind the superb quality of every RAMSES Diaphragm—both the regular and the 
new BENDEX, an arc-ing spring diaphragm. 

Quality and design make these RAMSES Diaphragms first choice of your women 


patients who appreciate elegance and comfort, along with known reliability. 


® 


Flexible Cushioned 
Diaphragm 
The regular RAMSES Diaphragm, suitable for most 
women, is constructed of pure gum rubber, with a 
dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes, permitting complete freedom of motion. 


® 
Ramses BENDEX 4 
Flexible Cushioned 
Diaphragm 
For those women who prefer or require an arc-ing 
type diaphragm, the new RAMSES BENDEX em- 
bodies the superior features of the regular RAMSES 


plus the very best hinge mechanism contained in 
any arc-ing diaphragm. 


RAMSES “TUK-A-WAY”® Kit #701 — Designed like a fine accessory, this complete unit contains 
regular RAMSES Diaphragm 50 to 95 mm., with Introducer and 3 oz. tube RAMSES Vaginal Jelly. 
RAMSES “TUK-A-WAY” Kit #703—The same complete BENDEX unit minus Introducer (not 
required with arc-ing diaphragm). Sizes 65 to 90 mm. 


mses" 10-HOUR” Vaginal Jelly 


* Active agent, dodecaethyleneglycol monolaurate 5%.in a 
base of long-lasting barrier effectiveness. 
RAMSES, BENDEX and “TUK-A-WAY” are registered 


with Ramses Diaphragms trade-marks of Julius Schmid, Inc. : 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 


specifically for use 
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professional in- appearance — without equal in performance, 
Liyoapowe saves time and energy. Its complete versatility of smooth 
power positioning will enable you to examine and treat MORE patients 
per omice hour. Your patients will be more comfortable, relaxed, and 
Tesponsive . . . and YOU will be less tired at the end of “hours.” 

| “This new powerized Examining and Treatment Table for office and 
clinic, is a logical projection of the continuing research that produced, 
and is producing, the world’s most favored surgical operating tables. 

Dynapoise is clearly destined to become “standard” for modern medical 

offices. May we suggest that you investigate its physician-oriented 
advantages . . . now? Mail the coupon for eight-page Brochure PD-703. ee 


] @ Please send illustrated Brochure PD-703 detailing full 
range of Dynapoise power positioning and time-energy 


. Mm World’s largest designer saving features. 
AMERICAN and manufacturer of Sterilizers, iis 
WAS Operating Tables, Lights and 

related equipment 


Address 
ERVEPENNSYLVANIA 


City and State 
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As the greatest dental benefits of Sodium Fluoride are 
derived during infancy and early childhood: 

PEDIATRIC VITAMINS 

PLUS SODIUM FLUORIDE 


provide 
proper 
nutritional 
support 
plus 
prophylaxis 
against 
future 
dental 
caries 


FUNDAMENTAL VITAMINS PLUS SODIUM FLUORIDE 


Funda-Vite (F) 


PEDIATRIC DROPS 


Each 0.6 ml. provides, 400 U.S.P. units vitamin D, 30 mg. vitamin C and 
0.5 mg. fluorine (as sodium fluoride). Available in 30 ml. and 50 ml. 
bottles with calibrated droppers. 


MULTIPLE VITAMINS PLUS SODIUM FLUORIDE 


Quanti-Vite(F)  . 


P E D I AT I Cc D R P Ss Daily administrations 
Each 0.6 ml. provides, 3,000 U.S.P. units vitamin A, 400 U.S.P. units of Funda-Vite(F) or 

vitamin D, 60 mg. vitamin C, 1 mg. vitamin B;, 1.2 mg. vitamin Bo, Quanti-Vite(F) should be 

1 mg. vitamin By, 10 mg. niacinamide and 0.5 mg. fluorine (as sodium . and 

fluoride). Available in 50 ml. bottles with calibrated droppers. if substantial dental benefits 


are to be anticipated. 
AVAILABLE ON PRESCRIPTION ONLY : 
CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER. 
SAMPLES AND LITERATURE — Write Medical Department 


HOYT HOYT PHARMACEUTICAL CORP., NEWTON 58, MASSACHUSETTS 
PIONEERS IN PEDIATRIC VITAMIN-FLUORIDE SUPPLEMENTS 
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WITS 


over six years clinical use... 


Proven 
in more than 750 published 


clinical studies 


Effective 


for relief of anxiety and tension 


Safe 


1 simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 


does not produce ataxia 


does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


3 no cumulative effects in long-term therapy 
5 does not muddle the mind or affect normal behavior 


meprobamate (Wallace) 


WALLACE LABORATORIES / Cranbury, N. J. 
Clinical Sample Offer 


Dept. M-15A, Professional Services Dept. 

Wallace Laboratories, Cranbury, N. J. 

Please send me a clinical supply of: Miltown (400 mg.) Meprospan®-400 
Miltown (200 mg.) Meprospan®-200 


Dr. (please print) 


City Zone State. 


Type of practice 


cM-4718 
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YOUR UNRESPONSIVE “ARTHRITIC” MAY BE. 
SUFFERING FROM CHRONIC GOUTY ARTHRITIS 


‘At least 5 per cent of all patients suffering from arthritis really have gouty arthritis.' Although frequently overlooked,? 
‘gouty arthritis is readily diagnosed | if one remembers this possibility in all patients with chronic joint distress. Elevated 
erum uric acid levels, pain relief with colchicine and occurrence of tophi are — —* a“ etd clinically 

chronic gouty arthritis responds successfully to TRIURATE.” 


RIURATE combines in one tablet three effective agents for the of arthritis: FLEXIN" 

1 potent uricosuric agent; Colchicine, for preventing acute attacks; and TYLENOL" Acetaminophen, the effective analgesic 
with uricosuric action. Thus, TRIURATE retiewes chronic acute 
re-ups, formation of new d 


he full-range. therapy for gouty arthritis nd chronic 


verage Dose: One tablet three times a day after meals. Supplied: Beige, EN, totes of 50 Each tablet contains: FLEXIN® 
Joxazolamine> 100 mg., Colchicine 0.5 mg., and TYLENOL® Acetaminophen, 300 mg. 


~ 
McNEIL LABORATORIES, INC F T 
IL , INC FORT WASHINGTON, PA 


a more 
hopeful tomerrow 


Markedly reducing comedones and 
pustules,'2 by antibacterial action, 
by opening clogged pores and hasten- 


ing involution... Desitin Acne Cream, 
as part of a carefully prescribed regimen, 


helps prevent permanent scarring. 


a more 
cheerful today 


Desitin Acne Cream hides embar- 
rassing lesions so naturally, acne 
patients become more cheerful and 
confident. They can feel and see 
its gentle drying, peeling, healing 
effects. 


continued to watch over the birth of 
BCG. 

They had a great fright one day: sud- 
denly the ox bile was in danger of run- 
ning out. If the culturing of the bacillus 
should be interrupted all would have to 
be started again, as in 1908, and six 
years’ work would be lost. At the eleventh 
hour Guerin succeeded in establishing 
contact with German veterinarians and 
obtained a regular supply of the bile he 
needed for his culture. 


THE BACILLUS IS THREATENED BY WAR 


One morning towards the end of 1914 
the news reached the Pasteur Institute 
that Calmette had been arrested. Search- 
ing his laboratories, the Germans had 
found what they thought were carrier 
pigeons. It was useless for Guerin to 
assert that they were harmless experi- 
mental animals inoculated with tubercu- 
losis. The Germans wanted proof. Army 
doctors arrived and ordered him to do 
an autopsy. Guerin obeyed. To his great 
relief, although none too well-informed 
in the subject, they recognized certain 
lesions as being tuberculous in nature. 
Calmette was freed; the work went on. 

The years passed. Guerin continued to 
seed the ox bile with his cultures of 
bacilli. 

“Every evening at five,” he recounts, 
“we used to gather in the Institute library 
with some of the professors of the Facul- 
ty of Medicine. One person would read 
out to us the German papers, and we 
would discuss the news from France, for 
sometimes a Paris paper reached us after 
miraculously crossing the front lines. That 
is how in the library we learned, one day 
in September 1916, both of the death of 
Metchnikov and of Calmette’s appoint- 


Invites Regular Use: Flesh-tinted, quick-drying, 
cosmetically elegant. Pleasant to use, greaseless. 
Combines colloidal sulfur, resorcinol, zinc oxide and 


ment as assistant director of the Pasteur 
Institute in Paris. The year after that we 


hexachlorophene. 


write for samples and reprints 


DESITIN CHEMICAL COMPANY 
| 812 Branch Avenue, Providence 4, R. I. 
Ris re 1. Bleiberg, J.: J. Med. Soc. New Jersey, Aug. 1957. 


2. Weissberg, G.: Clinical Medicine, Feb. 1958. 


the possibility of preventing the disease, 
Calmette, Guerin and Massol began a 
long series of experiments. 

In 1906 they established that immunity 
against tuberculosis depends on the pres- 
ence of living, but avirulent, bacilli in 
the body. The way ahead was clear: they 
must artificially create a strain of aviru- 
lent tubercle bacilli of fixed hereditary 
characteristics. 

After many vain attempts, they per- 
fected a technique for the slow attenua- 
tion of the bacillus. In 1908 the first 
culture of what was to become BCG was 
prepared. For this the ideal medium was 
found to be ox bile. A virulent strain 
from cattle was cultivated on potato 
boiled in glycerinated ox bile. After 25 
days they observed that the bacillus had 
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lost some of its virulence, and that at the 
same time its morphology had slightly 
changed. From then on Guerin repeated 
the procedure every three weeks, testing 
progress on guinea-pigs. Slowly, very 
slowly, BCG was born. It was to take 
years, and the birth was scheduled to 
take place under the patient and watch- 
ful eye of Guerin who had assumed re- 
sponsibility for it. If the process were 
interrupted for a moment, everything 
would have to be started all over again. 

In 1914, at the beginning of the war, 
Lille was occupied by the German army. 
Unexpected difficulties began to pile up 
for the Pasteur Institute. Cut off from 
the rest of France, Albert Calmette de- 
cided to devote his forced seclusion to 
writing his book on tuberculosis. Guerin 


had the most painful news: Leon Mas- 
sol had died, Mme. Calmette had been 
deported to Holzminden, my wife was 
dead.” 

At last the nightmare was over. In 1919 
Calmette took up his post in Paris, while 
Guerin went on working with his cultures 
at Lille. In the distance they felt that 
they could see their great hope coming 
true, the prevention of tuberculosis. 


THE BACILLUS IS BORN AFTER 13 YEARS 


In 1921 they were ready and 13 years 
after the first seeding of the bacilli, BCG 
was born. After 230 uninterrupted pas- 
sages on ox bile a new*bacillus had come 
into existence—harmless, even in large 
doses, living, and able to- stimulate the 
formation of great quantities of anti- 
bodies when introduced into the body. 
All the trials on animals showed that 
the attenuated strain remained perfectly 
stable. The decisive stage of trial on 
human beings had come. 

What was regarded as certain at the 
Pasteur Institute was greetéd with scep- 
ticism elsewhere. It was all so new. Who 
would take the responsibility of giving 
the first vaccination? 
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Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has proved its efficacy 
and wide margin of safety, has made it the most widely prescribed nonbarbiturate sedative. The 
clinical safety of Doriden—in terms of minimal side effects,'* absence of respiratory depression,'* 
and lack of adverse effects on liver,’ kidney,’ and blood—has been confirmed repeatedly. So, for 
all the benefits of safe and sound sleep— prescribe Doriden. 


Now also 
available 
Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 0.25 Gm. (white, scored) and 0.125 Gm. (white). mae. 
References: 1. Blumberg, N., Everts, E. A., and Goracci, A. F.: Pennsylvania M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times 
84:68 (Jan.) 1956. 3. Hodge, J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 1959. 4. Burros, 
H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. 


For complete information about Doriden (including dosage, cautions, and side effects), see current Physicians’ Desk Reference 


or write cipA, Summit, N.J. 
* ® 
Doriden maz 


(glutethimide ciBa) SUMMIT- NEW JERSEY 


Doriden 
Capsules 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infec- 
tions—150 mg. four times daily. Severe infections— 
Initial dose of 300 mg., then 150 mg. every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 
to 6 mg.) per pound body weight per day —divided 
into four doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day 
—divided into four doses. 


bronchitis 
and 

cystitis 


in 


antibiotic therapy with an 


PRECAUTIONS — As with other antibiotics, pecto- 
MYCIN may occasionally give rise to glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis or dermatitis. A 
photodynamic reaction to sunlight has been observed in 
a few patients on pDFECcLOMycIN. Although reversible 
by discontinuing therapy, patients should avoid expo- 
sure to intense sunlight. If adverse reaction or idiosyn- 
crasy occurs, discontinue medication. 


Overgrowth of nonsusceptible organisms is a possibility 
with DECLOMYCIN, as with other antibiotics, and demands 
that the patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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1 | added measure of protection 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
against relapse—yp to 6 days’ activity on 4 days’ dosage 


against secondary infection—sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 
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new infant formula 


nearly identical to mother’s milk! in nutritional breadth and balance 


nfamil 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 
institutional study.” Stool frequency was low, and stool consistency was intermediate be- 


tween the extremes of firmness and softness. 


1. The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 
1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 


© 1961, BY MEAD JOHNSON & COMPANY 


One day a doctor who had studied 
Calmette’s work and was absolutely sure 
of the safety of BCG proposed that he 
give the first vaccination. He was Dr. 
Benjamin Weill-Halle, a paediatrician in 
the Paris hospitals, and the founder of 
the School of Child Welfare. The first 
person to be vaccinated was to be a new- 
born infant, chosen because of the special 
circumstances surrounding its birth. Its 
mother had died from tuberculosis shortly 
after it was born; it was to live in close 
contact with a grandmother who was 
seriously infected and the chances of 
escape were poor. On the third, fifth and 
seventh days after birth the baby swal- 
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lowed doses of BCG administered by Dr. 
Weill-Halle, 240 million attenuated bacil- 
li in all. 

For three months breaths were held at 
Dr. Weill-Halle’s and at the Pasteur In- 
stitute, for fear of an accident, unrelated 
to the vaccine, which might compromise 
BCG vaccination for a long time to come. 
Everything went off as well as could be. 
The baby escaped tuberculosis, grew up 
and now, aged 38; holds an important 
post in an American industry. 

By the end of 1921 some hundreds of 
children had been vaccinated in their 
turn. Little by little preventive vaccina- 
tion with BCG was to spread to many 


countries. Successfully, but not without 
resistance, and not without reverses. 

In 1930 a thunderbolt struck. In Lu- 
beck 68 out of 242 children vaccinated 
with BCG died, and about a hundred 
were seriously affected by tuberculosis. 
The German press seized on this catastro- 
phe and stirred up an unprecedented 
scandal. Public opinion said that BCG 
was to blame. It was accused of suddenly 
having recovered its virulence of 1908. 

Guerin, now installed in Paris, had sup- 
plied Germany with the BCG strain, as 
he had done for all other countries that 
asked for it. The uproar spread from 
Lubeck to involve the Pasteur Institute. 

“We were horrified” Dr. Guerin re- 
counts. “It was a fearful blow for Cal- 
mette, and undoubtedly affected his 
health and hastened the illness that took 
him away in 1933. Every morning, to 
spare him, I used to slip down secretly 
to remove the abusive letters from Ger- 
many in his mail. He kept on saying to 
me: ‘Are you quite certain you sent 
attenuated strains?’ As I had no virulent 
strains in my laboratory I couldn’t have 
made a mistake.” 

The Lubeck tribunal was to end this 
painful affair by finding that the BCG 
strain from the Pasteur Institute had been 
contaminated at the Lubeck municipal 
laboratory, or confused with a virulent 
culture. 

By condemning Doctors Deycke and 
Altstaedt to prison the judges absolved 
Calmette and Guerin. BCG could resume 
its beneficial career. 


The origins 7 of 
delinquency* 


Catherine V. Richards 
Youth Services Consultant, 
Welfiure Council of Metropolitan Chicago 


In a recently published book, “Delin- 
quency and Opportunity, a Theory of 
Delinquent Gangs,”! Richard A. Cloward 
and Lloyd E. Ohlin explore two basic 
questions baffling most observers of de- 
linquent gangs: 

1. Why do delinquent “norms” or rules 
of conduct develop? 

2. What are the conditions which ac- 
count for the distinctive elements of 
specific systems of delinquent norms? 

In pursuing these questions they reach 
the conclusion that delinquency is, in the 
main, the product of the interaction of 
social systems—and that therefore social 
systems and their values are the most 
logical targets for preventive efforts. 

Rigorously adhering to an analysis of 
precise propositions, stemming from the 
theoretical formulations of - Durkheim? 
and Merton,? the authors take the reader 


*Reprinted from Children, May-June 1961. 
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FOR YOUR PATIENT WITH DEPRESSION 


INJECTION 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 

¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia ¢ followed by control’ of 


others may require up to two weeks or longer to obtain benefit. 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS 


@ asingle agent (not a combination of compounds) 


e effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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SYMPOSIUM ON DEPRESSION 


with Special Studies of a New EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


Antidepressant, Amitriptyline 


AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


DUNLOP, EDWIN: “Amitriptyline [ELAVIL] has a specific advantage over any _ 
depressant currently available and | see increasing evidence of its 

The treatment of usefulness in reducing tension, agitation and anxiety, as well as 

depression in in relieving the depressive quality of the illness. Amitriptyline 

private practice. appears... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 
“.. Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


BENNETT, DOUGLAS: “In those cases showing a good response, early and dramatic 
Treatment of improvement in sleeplessness resulted and many patients noted 
Gamsensien states a feeling of relaxation. The ability of some patients to reduce their 

ep arene. night sedatives after only a month’s treatment was unique in my 
with amitriptyline. experience of the treatment of depression.” 


SAUNDERS, JOHN C.: “Its primary action in hospitalized psychotics is antidepressive; 
Antidepressives: the this along with its very low rate of side actions make it a drug of 
ith of affective th potentially frequent application in a broad spectrum of neuro- 
pitn of atrective therapy. psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 

of cases (60-75).” 


OSTFELD, ADRIAN M.: “Finally, it appears that amitriptyline in the doses employed here 
Effects of an anti- is relatively effective in depressed states of neurotic proportions. 
deoressant drue on tests Its freedom from severe side effects in doses that are therapeu- 

P g - tically effective seems established in this patient population.” 
of mood and perception. 
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(This symposium was published in 
Diseases of the Nervous System, 


Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


FINDINGS 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


77 50% 50% 
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EXCERPTS FROM A 
SYMPOSIUM ON A 
DEPRESSION 


(con tinued ) AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: . “Compared to other energizer compounds, particularly the hydra- 

Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 

chemotherapy ratory reports for the most part remained within normal limits. 

(amitriptyline) Occasionally, abnormal readings were reported, but these 

of anergic states appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'. 2.3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 

SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before p idi ini @ ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


ELAVIL IS A TRADEMARK OF MERCK & CO., INC, 
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NEW! 


specific for 
improved 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 
e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

e@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


. LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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for the uncomfortable patient ; 


for the distraught patient a 


MAE 
for the overtired patient 


relaxing, restful sleep 


without barbiturates, bromides or narcotics 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


through a critical examination of various 
theories of delinquency. By concisely 
limiting their definitions to fit their pur- 
pose, they develop a dynamic theory of 
delinquent gangs that can account for 
changes in the structure and behavior of 
gangs over a period of time. 

The writers abstract from the omnibus 
of delinquency a manageable unit of 
deviant behavior and designate this as a 
“delinquent subculture.” This subculture 
they define as “. . . one in which certain 
forms of delinquent activity are essential 
requirements for the performance of dom- 
inant roles supported by the subculture.” 

They then identify three subcultural 
differentiations that are prevalent among 
adolescent males in some lower class 
areas of urban communities. These sub- 
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cultures constitute routes of adjustment 
to the environment and its prevalent 
values from which the adolescent gangs 
take their specific colorations. These are 
of three types descriptively labeled ac- 
cording to the central position or domi- 
nance accorded the delinquent activity: 
(1) the criminal gang in which the group 
goal is material gain through illegal 
means such as extortion, fraud, or theft; 
(2) the conflict gang in which violence 
is the focal interest and status is achieved 
through physical force or intimidation; 
(3) the retreatist gang, characterized by 
its dominant interest in the use of drugs. 

The distinctive elements of these gangs 
evolve according to the interaction of the 
social structures of the community, spe- 
cifically between those relatively stable 


systems which accommodate different age 
levels of people and bring together the 
carriers of conventional and of deviant 
values. For example, in some parts of 
Chicago the youth may see and describe 
a criminal model as the man with “clout 
(influence), women, and Cadillacs” who 
is not on the “slave” (indicating he 
doesn’t earn his living by legitimate 
work). At an early age in such an area, 
the youth may begin to steal for a variety 
of reasons that are mostly sanctioned by 
the people in his neighborhood. Gradu- 
ally his stealing brings him into contact 
with fences, bondsmen, law enforcement 
officials, politicians, fixers, and so on. 
Here are the intermediaries between the 
conventional values of the larger society 
and the deviant values of the subculture. 
There develops an interdependency be- 
tween the subculture and these inter- 
mediaries in which each serves the other. 
This creates an environment nurturing 
delinquency. 

The authors suggest that youth living 
in such environments are confronted with 
a major problem of adjustment because 
of the disparity between “what they are 
led to want and what is available to 
them.” Where the youth have internal- 
ized conventional goals, where they have 
limited avenues to these goals and are 
unable to revise their aspirations down- 
ward, “they experience intense frustra- 
tion.” To manage the frustration, the 
youth may explore the adaptive routes of 
criminal, conflict, or retreatist structures. 

This theory of delinquency and op- 
portunity is logically trim and neat. The 
writers deliberately exclude considera- 
tions that introduce complexity. For ex- 
ample, in Chicago the heaviest incidence 
of delinquency in a given area is 21 out 
of 100 male youth 12 to 16 years of age.4 
The question the theorists acknowledge 
but do not encompass is: Why is it only 
a small proportion of the population ex- 
posed to a relatively similar environment 
handle their frustrations by resorting to 
an “exploration of nonconformist alter- 
natives”? The theory builders extricate 
themselves from this difficulty by making 
it vividly clear that they are focusing on 
delinquent norms rather than on delin- 
quent acts. 

Regardless of this shortcoming the 
book is singularly significant from the 
viewpoint of both theory and practice. 
The writers see delinquency as a product 
of the interaction of social systems. They 
conclude that the target for preventive 
action is not the individual or the group 
with the delinquent pattern, but the 
“social setting that gives ‘rise to delin- 
quency.” It seems to follow that this may 
constitute an invitation to social change. 
Those who want to take action against 
delinquency will have to systematically 
study and bring about change in the 
principal structures of the community; 
namely, government, education, business 
and industry, recreation, family, and re- 
ligion. Intervening strategically with the 
operation of systems, that are in them- 
selves systems, in order to create a nur- 
turing environment for human potentials 
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measurable benefits 
in edema and hypertension 


Before Esidrix: Pedal eder ,; “After Esidrix: Pedal edema cleared: blood. 
of 214110 mm. Hg. reduced to 180.94 mm. Hg. (Esidrix was given 
PHOTOGRAPHS USED W PEF PATI junctively with Singoserp and digitalis.) 


plus more built-in potassium protection 
than any other diuretic-antihypertensive 


Esidrix- 
50/1000 Tablets 
Supplied: ESIDRIX-K 50/1000 Tablets (white, é, | 


coated), each containing 50 mg. Esidrix and 
1000 mg. potassium chloride (equivalent to 524 mg. potassium). 


Also available: ESIDRIX-K 25/500 Tablets (off-white, coated), 
each containing 25 mg. Esidrix and 500 mg. potassium chloride. 
ESIDRIX Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). 


For complete information about Esidrix and Esidrix-K 
(including dosage, cautions, and side effects), see current 
Physicians’ Desk Reference or write CIBA, Summit, N. J. 


ESIDRIX®@ (hydrochlorothiazide CIBA) 
SINGOSERP® (syrosingopine CIBA) Cc I B A Summit, N. J. 
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Lo guide 
the person 


Ji 


the care... 


To assist you in guiding the non-professional, 
a new, two-color, twenty-four page, illustrated booklet, 


“Home Care of the Incontinent Patient,” is now available. 


Written in non-technical language by a registered nurse, it outlines 
correct nursing procedures and discusses the psychological problems 
of caring for an incontinent at home. 


Complimentary copies are available to you for 
distribution to your patients. 
Write: Professional Products Division, Chicopee Mills, Inc. 


These home nursing aids are available in drugstores everywhere. 


Chux’” Disposable Underpads Chix” Adult Gauze Diapers Chix® Cleaners 


Controls fluid and fecal discharges while With extra absorbent center panel Soft, disposable, fabric 
keeping bed linen clean and dry. Medi- offering complete protection for both tissue. Used wet or dry 
cated to help prevent skin irritation. bedridden and ambulatory inconti- as an ointment applicator 
Available (13” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. or rectal wipe. P 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


Inc. 1961 
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is a complicated and difficult task requir- 
ing concerted and comprehensive action 
of many forces in the community. To the 
extent that this is achieved, children and 
youth will be provided with a social 
milieu favorable to their growth in a 
democratic society. 


1. Cloward, Richard A.; Ohlin, Lloyd E.: 
Delinquency and opportunity, a theory of de- 
linquent gangs. Free Press, Glencoe, Ill. 1960. 
$4. 220 pp. 

2. Durkheim, Emile: Suicide; a study of soci- 
ology. (Translated by J. A. Spaulding and 
George Simpson; edited by George Simpson.) 
Free Press, Glencoe, Ill., 1951. 

3. Merton, R. K.: Social theory and social 
structure. (Revised edition.) Free Press, Glen- 
coe, Ill., 1957. 

4. McKay, Henry D.: Rates of delinquency in 
communities in Chicago 1953-57. Institute for 
Juvenile Research, Chicago, June 1959. (Mimeo- 
graphed. ) 


Books received 


Books received for review during the pe- 
riod from August 5 to September 5 are 
listed below. Reviews will be published 
as space permits. 


NORMAL AND THERAPEUTIC NUTRI- 
TION. By Fairfax T. Proudfit, Late Instructor 
in Nutrition and Diet Therapy, University of 
Tennessee College of Medicine and University 
of Tennessee School cf Nursing, Memphis; re- 
vised by Corinne H. Robinson, Professor and 
Head, Department of Food and Nutrition, Col- 
lege of Home Economics, Drexel Institute of 
Technology, Philadelphia; Instructor, Nutrition 
and Diet Therapy, Jefferson Medical College 
Hospital School of Nursing, Philadelphia. Ed. 
12. Cloth. Pp. 858, with illustrations. Price 
$7.00. The Macmillan Company, 60 Fifth Ave- 
nue, New York 11, 1961. 


RADIOGRAPHIC ANATOMY OF THE HU- 
MAN SKELETON. A Handbook for Radi- 
ographers. By W. H. Johnson, F.S.R., Lecturer 
in Radiographic Anatomy, 1940-1956, for the 
Society of Radiographers Membership Examina- 
tion at the Ilford Department of Radiography 
and Medical Photography, Tavistock House, 
London; and J. A. Kennedy, M.B., M.R.C.S., 
D.M.R., D.M.R.D., Lecturer in Radiological 
Anatomy, King’s College, University of London; 
Senior Radiologist, St. Helier Hospital, Car- 
shalton. Cloth. Pp. 280, with illustrations. Price 
$10.00. The Williams and Wilkins Company, 
428 East Preston Street, Baltimore 2, 1961. 


THORACIC DISEASES. Emphasizing Car- 
diopulmonary Relationships. By Eli H. Rubin, 
M.D., F.A.C.P., F.C.C.P., Professor of Clinical 
Medicine, Albert Einstein College of Medicine, 
Yeshiva University; Attending Physician, Pul- 
monary Division, Montefiore Hospital; Visiting 
Physician, Chest Service, Bronx Municipal Hos- 
pital Center; Consulting Physician, Pulmonary 
Diseases, Lebanon, Morrisania City and Union 
Hospitals, New York; and Morris Rubin, M.D., 
F.A.C.S., F.C.C.P., Associate Clinical Professor, 
Thoracic Surgery, Albert Einstein College of 
Medicine, Jeshiva University; Director, Cardiac 
and Thoracic Surgery, Morrisania City Hospital; 
Visiting Thoracic Surgeon, Bronx Municipal 
Hospital Center; Attending Thoracic Surgeon, 
Montefiore Hospital; Consultant in Thoracic 
Surgery, Fordham and Union Hospitals; Con- 
sultant in Surgery, Misericordia Hospital, New 
York. Cloth. Pp. 968, with illustrations. Price 
$25.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1961. 


THE DREAMS OF REASON. Science and 
Utopias. By Rene Dubos. Cloth. Pp. 167, with 
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For effective treatment and relief of painful muscular 
spasms, sprains, strains, stiff neck, lumbago and sciatica, many 
doctors are getting remarkable results with Gebauer’s Ethyl Chloride spray. 
Clinical studies indicate cases where both temporary and permanent relief 
have been recorded. Available in the dispenseal amber bottle with a choice 
of three nozzle openings: fine, medium or coarse jet spray. Also packaged 
in the 100 gram, unbreakable tube with finger-tip control valve, Gebauer’s 
Ethyl Chloride is an important item in the iii tiiaaeaaiiias 
modern doctor’s emergency kit. 


For additional information and a summary of GE BAU a Oo 


clinical results, write: Gebauer Chemical Company, cHEMICAL COMPANY 
9410 St. Catherine Avenue, Cleveland 4, Ohio. Makers of: FLURO-ETHYL 


| Any Sensible Shoe... 
plus CUBOIDS 
__ can offer EFFECTIVE SUPPORT 


Alkalol 


for mucus membranes 
bland, effective 


Your patients can conform to the 
latest (non-radical) footwear fash- 
ions when wearing Cuboid Shoe 
| Inserts ... and stall enjoy firm, yet 
| gentle support where so often 
| shown to be required. 
| Bear in mind, Cuboids are not a 
| make of shoe: they are lightweight 
inserts that are slipped into the 
regular shoe. With wear, the Cuboid 
“breaks in” and takes form that 
compensates between an unyielding 
shoe sole and the plantar area 
of the patient’s foot. 
Burns Cuboids have been prescribed 
by physicians for as long as 23 years, 
The product has been advertised 
to you in these columns for the past 
eleven years. They are widely 
available in shoe stores and shoe 
departments, in 248 styles and sizes. 


_ Aspecial data sheet describing the functions of Cuboid 
| Shoe Inserts is available to doctors on request. 


| BURNS CUBOID co. 

P. 0. Box 658 Cuboids 
Santa Ana - California 


Write for sample 


THE ALKALOL COMPANY 
TAUNTON 23, MASS. 
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... unfettered 


From the beginning, woman has been a vassal to the 
temporal demands—and frequently the aberrations—of 
the cyclic mechanism of her reproductive system. Now, 
to a degree heretofore unknown, she is permitted normal- 
ization, enhancement, or suspension of cyclic function 
and procreative potential. This new physiologic control 
is symbolized in an illustration borrowed from ancient 
Greek mythology—Andromeda freed from her chains. 
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the first comprehensive 
regulator of 
female cyclic function 


ENOVID 


(brand of norethynodrel with ethynylestradiol 3-methyl ether) 


THE BASIC ACTION 

Enovip closely mimics the balanced progestational-estro- 
genic action of the functioning corpus luteum. This ac- 
tion is readily understood by a simple comparison. In 
effect, ENovip induces a physiologic state which simulates 
early pregnancy—except that there is no placenta or fetus. 
Thus, as in pregnancy, the production or release of pitui- 
tary gonadotropin is inhibited and ovulation suspended; 
a pseudodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced and 
maintained. 

Further, during ENovip therapy, certain symptoms typi- 
cal of normal pregnancy may be noted in some patients, 
such as nausea—which is usually mild and disappears 
spontaneously within a few days—breast engorgement, 
some degree of fluid retention, and often a marked sense 
of well-being. There is no androgenicity. ENovip is as 
safe as the normal state of pregnancy. 


THE BASIC APPLICATIONS 

1. Correction of menstrual dysfunction. Emergency 
treatment of severe dysfunctional uterine bleeding is 
promptly effective following the administration of 
Enovip in larger doses. Cyclic therapy with ENovip con- 
trols less severe dysfunctional uterine bleeding. In 
amenorrhea cyclic therapy with ENovip establishes a 
pseudodecidual endometrium providing the patient has 
endometrial tissue capable of response. 


2. Ovulation suppression (to suspend fertility). For this 
purpose ENnovip is administered cyclically, beginning on 
day 5 through day 24 (20 daily doses) . The ovary remains 
in a state of physiologic rest and there is no impairment 
of subsequent fertility. When ENovip is prescribed for 
this cyclic use over prolonged periods, a total of twenty- 


four months should not be exceeded until continuing 
studies indicate that its present lack of undesired actions 
continues for even longer intervals. Such studies are now 
in their seventh year and will regularly be reviewed for 
extension of the present recommendation. 


3. Adjustment of the menses for reasons of health (im- 
pending hospitalization for surgery, during treatment of 
Bartholin’s gland cysts, acute urethritis, rectal abscess, 
trichomonal or monilial vaginitis) , or other special cir- 
cumstances considered valid in the opinion of the physi- 
cian. For this purpose ENovip may be started at any time 
in the cycle up to one week before expected menstrua- 
tion. Upon discontinuation, normal cyclic bleeding oc- 
curs in three to five days. 


4. Endometriosis. Continuous therapy with ENovip cor- 
rects endometriosis by producing a _ pseudodecidual 
reaction with subsequent absorption of aberrant endo- 
metrial tissue. 


5. Threatened and habitual abortion. ENovip should be 
used as emergency treatment in threatened abortion al- 
though symptoms may occur too late to be reversible. 
Continuous therapy with ENovip in habitual abortion is 
based on the physiology of pregnancy. ENovip provides 
balanced hormone support of the endometrium, permit- 
ting continuation of pregnancy when endogenous sup- 
port is otherwise inadequate. 


6. Endocrine infertility. ENovin has been used success- 
fully in cyclic therapy of endocrine infertility, promoting 
subsequent pregnancy through a probable “rebound” 
phenomenon. 


THE BASIC DOSAGE 
Basic dosage of ENOVID is 5 mg. daily in cyclic therapy, 


beginning on day 5 through day 24 (20 daily doses) . 
Higher doses may be used with complete safety to pre- 
vent or control occasional “spotting” or breakthrough 
bleeding during ENovin therapy, or for rapid effect in the 
emergency treatment of dysfunctional uterine bleeding 
and threatened abortion. 


Enovin is available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering more than six years of inten- 
sive clinical study, available on request. 


SEARLE | Research in the Service of Medicine 


| 
iby; 


THE COMPLETE 
HEMATINIG 


STRAIGHT 
ERAPY 


IRON . .100 mg. 
(from approx. 5S gr. ferrous fumarate) 


STuaRTINIC provides high amounts of a most effective = VITAMIN B COMPLEX 


iron salt* plus B Complex and C in a single tablet with Bi (thiamine mononitrate).... 2 mg. 
less irritation or nausea* * at a lower cost for a complete Be (riboflavin) .... -++. 2Qmyg. 
Hematinic. Only one tablet a day provides enough iron Bs (pyridoxine hydrochloride) . 0.5 mg. 
for most patients. Niacinamide .............. 10mg. 
d-Calcium Pantothenate re 2 mg. 

* Blood, 15:540 (April) 1960 Liver (desiccated) ..........100 mg. 


** Am. Pract. & Digest Treat., 10:461 (March) 1959 VITAMIN C (ascorbic acid) es 


THE STUART COMPANY, PASADENA, CALIFORNIA 


Available at all pharmacies in bottles of 
100 tablets. 


Professional samples available upon request. 
13400/4111 P 
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Benztropine Methanesulfonate all forms of parkinsonism : 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.”! Severe rigidity, 
contractures, and frozen states also respond to CocENTIN.2 Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.* . 


Before prescribing or administering CoGENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CocenTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CocENTIN is a trademark of Merck & Co., Inc. 


fis) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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illustrations. Price $5.00. Columbia University 
Press, 2960 Broadway, New York 27, 1961. 


POLIOMYELITIS. Papers and Discussions 
Presented at the Fifth International Poliomye- 
litis Conference, Copenhagen, Denmark, July 
26-28, 1960. Compiled and Edited for the 
International Poliomyelitis Congress. Cloth. Pp. 
435, with illustrations. Price $7.50. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1961. 


THE NATURE OF SLEEP. CIBA Founda- 
tion Symposium. Edited by G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P.; and 
Maeve O’Connor, B.A. Cloth. Pp. 416, with 
illustrations. Price $10.00. Little, Brown and 
Company, 24 Beacon Street, Boston 6, 1961. 


THE YEAR BOOK OF CANCER (1960- 
1961 Year Book Series). Compiled and Edited 
by Randolph Lee Clark, Jr., B.S., M.D., M.Sc. 
(Surgery), D.Sc. (Hon.), Houston, Texas, Di- 
rector and Surgeon-in-Chief, The University of 
Texas M. D. Anderson Hospital and Tumor 
Institute; Professor of Surgery, The University 
of Texas Postgraduate School of Medicine; 
Clinical Professor of Surgery, Baylor University 
College of Medicine; Chairman, Committee on 
Cancer, American College of Surgeons; F.A.C.S.; 
and Russell W. Cumley, B.A., M.A., Ph.D., 
Houston, Texas, Director of Publications, The 
University of Texas M.D. Anderson Hospital 
and Tumor Institute; Professor of Medical 
Journalism, The University of Texas, Postgrad- 
uate School of Medicine; Executive Editor, 
Medical Arts Publishing Foundation. Cloth. Pp. 
539, with illustrations. Price $8.50. Year Book 
Medical Publishers, Inc., 200 East Illinois 
Street, Chicago 11, 1961. 


AN ATLAS OF OPHTHALMIC SURGERY. 
By Conrad Berens, M.D., F.A.C.S., Advisory 


Attending Surgeon, Consulting Patholog'st, Con- 
sultant to Research Department, New York Eye 
and Ear Infirmary; Consultant Emeritus to the 
American Board of Opthalmology; Lecturer on 
Ophthalmology, New York University College 
of Medicine; former Professor of Clinical Oph- 
thalmology, Columbia University; former Pro- 
fessor of Ophthalmology, New York University; 
former Consultant in Ophthalmology to the Air 
Surgeon, U. S. Army; Managing Director, The 
Ophthalmological Foundation, Inc.; Vice-Presi- 
dent, International Association for the Preven- 
tion of Blindness; Vice-President, International 
Council of Ophthalmology; Chairman, Council 
for Research in Glaucoma and Allied Diseases; 
and John Harry King, Jr., M.D., F.A.C.S., 
Clinical Associate Professor of Ophthalmology, 
Georgetown University Medical School; Sen- 
ior Attending, Department of Ophthalmology, 
Washington Hospital Center, Washington, D.C.,; 
Consultant to Surgeon General, U.S. Army; 
Consultant to Surgeon General, U.S. Air Force; 
Medical Director, Washington Eye Bank; Con- 
sulting Ophthalmologist, The Ophthalmological 
Foundation, Inc., New York City; Colonel, 
Regular Army Medical Corps, Retired (former 
Chief of Ophthalmology, Walter Reed Army 
Medical Center; former Director, Ocular Re- 
search, U.S. Army). Cloth. Pp. 623, with illu- 
strations. Price $28.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 
5, 1961. 


THE MYSTERY OF LIFE. By Amold M. 
Ludwig, M. D. Cloth. Pp. 144. Price $5.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


MAYO CLINIC DIET MANUAL. By The 
Committe on Dietetics of the Mayo Clinic. Ed. 
3. Paper. Pp. 222. Price $5.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1961. 


SAMSON WRIGHT’S APPLIED PHYSI- 
OLOGY. Revised by Cyril A. Keele, Professor of 
Pharmacology and Therapeutics, University of 
London, at the Middlesex Hospital Medical 
School; and Eric Neil, John Astor Professor of 
Physiology, University of London, at The Mid- 
dlesex Hospital Medical School; with the col- 
laboration of John B. Jepson, Senior Lecturer 
in Biochemistry, Courtauld Institute of Bio- 
chemistry, The Middlesex Hospital Medical 
School. Ed. 10. Cloth. Pp. 555, with illustra- 
tions. Price $13.50. Oxford University Press, 
417 Fifth Avenue, New York 16, 1961. 


Ciba Foundation Study Group No. 8. 
PROBLEMS OF PULMONARY CIRCULA- 
TION. Editors for the Ciba Foundation: A. V. 
S. de Reuck, M.Sc., D.1.C., A.R.C.S.; and 
Maeve O’Connor, B.A. Cloth. Pp. 96, with 
illustrations. Price $2.50. Little, Brown and 
Company, 34 Beacon Street, Boston 6, 1961. 


A HISTORY OF THORACIC SURGERY. By 
Richard H. Meade, B.S., M.D., formerly on 
the Faculty of University of Virginia Medical 
School, University of Pennsylvania Medical 
School, Northwestern University Medical School. 
Cloth. Pp. 933, with illustrations. Price $27.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


A PRELUDE TO MEDICAL HISTORY. By 
Félix Marti-Ibafiez, M.D. Professor and Chair- 
man of the Department of the History of 
Medicine, New York Medical College, Flower 
and Fifth Avenue Hospitals, New York; Editor- 
in-Chief of MD, the Medical Newsmagazine. 
Cleth. Pp. 257. Price $5.75. MD Publications, 
Inc., 30 East 60th Street, New York 22, 1961. 


THE EXERCISE ELECTROCARDIOGRAM 
IN OFFICE PRACTICE. By E. Grey Dimond, 
M.D., F.A.C.P., Director, Institute for Cardio- 


2nd Edition 


Wohl and Goodhart— 
Modern Nutrition in 
Health and Disease 


DIETOTHERAPY 


Edited by MICHAEL G. WOHL, M.D. 


Chief of Human Nutrition, Division of Biological Chemistry, Hahnemann Medical College and Hospital, Philadelphia 


and ROBERT S. GOODHART, M.D. 


Scientific Director, The National Vitamin Foundation, Inc., Lecturer in Public Health and Administrative Medicine, 
Columbia University, School of Public Health, New York 


Wherever diet is a factor in the treatment of disease 
or in maintaining good health, this complete work 
gives you the exact knowledge you need for bedside 
or office dietary management of every patient. The 
text abounds with up to date and tested clinical 
applications. Sound dietotherapy as a modality of 
treatment is presented clearly. Nutrition is consid- 
ered as an essential part of patient care. 


1152 Pages. 


LEA & FEBIGER 


2nd Edition. 


Washington Square 
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59 Contributors 


75 Illustrations. 


Here are a few features of the 2nd edition: Physio- 
logic approach used throughout. Nutrition considered 
as an essential part in the total program of patient 
care. Subject presented in three major sections: 
Normal Nutrition, Nutrition in Disease, Nutrition in 
Periods of Physiologic Stress. Drugs, rest, exercise 
and other therapeutic procedures included to give a 
complete picture of necessary bedside management. 


155 Tables. $18.50 


Philadelphia 6, Pa. 


Announcing 


THE 
ORAL 
ANTIANEMIA 
THERAPY 
THAT 
CAN BE 
GIVEN 
ON AN 
EMPTY 
STOMACH 4 


Delivers 88% of its controlled release iron after the first half-hour 


Result: less iron in the stomach, less gastric irritation 


In view of the multiple factors which can adversely af- 
fect iron absorption, it has been stated that, ‘‘. . . thera- 
peutic iron should be given on an empty stomach.”! 
But, in the past, this meant a greater incidence of side 
effects such as nausea, abdominal pain, diarrhea or con- 
stipation, and even heartburn. 

Iberet solves this problem by a smoothly controlled 
release of the major portion of its iron content after it 
leaves the stomach. Maximal release occurs where it 
can do the most good—in the intestinal tract—reducing 
the incidence and severity of gastrointestinal upset 
without impairing the therapeutic efficacy. [beret is ex- 
clusively formulated with the Ferrous Sulfate in Gradumet 
form so that it can be given on an empty stomach. 

The importance of the B-complex? and ascorbic acid 
to all cellular metabolic functions has been pointed out.* 
For this reason, therapeutic B-complex plus vitamin C 
are added to the Iberet formula to obtain maximal 
hematopoiesis in the shortest possible time. 


In this half, 525 mg. 

of ferrous sulfate are 

provided in the 

ingenious Gradumet 

vehicle—engineered 

to deliver maximum 
release after the tablet 
is out of the stomach. 


Here, to help 

insure maximal 
hematopoiesis, is 
therapeutic B-complex 
plus 150 mg. of 
vitamin C. 


Just one Iberet Filmtab® a day supplies potent anti- 
anemia therapy—provides approximately the same 
hemoglobin response as ferrous sulfate given two or 
three times a day. Give Iberet at any time of day or 
night, even on an empty stomach. Iberet delivers most 
of its iron when and where it’s best used —in the intestine. 


JUST ONE DOSE DAILY PROVIDES: 


Controlled-Release Iron 
(Elemental lron—105 mg.) 


Plus Therapeutic B-Complex 


Cobalamin (Vitamin Biz)..................... 25 mcg. 
Thiamine Mononitrate......................... 6 mg. 
Pyridoxine Hydrochloride...................... 5 mg. 
10 mg. 
Plus Vitamin C 


NOTE: Filmtab*® Fero-Gradumet™ with 105 mg. of Elemental Iron 
only, in long-release dose form, is also available. 


!Woodruff, C.W., “Iron”; Borden’s Review of Nutrition Research, 20:61, 1959. 
2Vilter, R-W., “Essential Nutrients in the Management of Hematopoietic 
Disorders of Human Beings”; Am. J. Clin. Nutrition, 3-72, 19 
3Brown, M.J., “Nutritional Problems in Surgery”; Surg. 

Clin. North America, 34-1239, 1954. 

*in controlled-retease dose fo 

Filmtab—Film-sealed tablets, "Abbott: U.S. Patent No. 2,881,085. 

Iberet—Vitamin B-Complex, Vitamin C, and Controlled-Release Iron, Abbott. 
Fero-Gradumet—Ferrous Sulfate in Controlled-Release Dose Form, Abbott. 
TM—Trademark 110021 


ABBOTT 


— — 


Filmtab®> @ 


Geriactive with Gérilets 


Geriatric Supportive Formula, Abbott 


ABBOTT 


He’s crossed a somewhat arbitrary point in life over 
into what’s been dubbed ‘“‘the geriatric years.’’ In 
many ways, though, you'd never really know it. (Not 
to suggest that he’d seriously consider following the 
elusive current leading to Easter Island.) 

But, he is nonetheless busy. He works... has 
hobbies... keeps up with the world around him. 

And one way for you to help keep your geriatric’s 


“ONE GERILETS FILMTAB PROVIDES: 


attitude optimistic, rather than diffident, is through 
Filmtab Gerilets. For, with Gerilets, you’re prescrib- 
ing dietary and therapeutic support which can con- 
tribute towards: improving functions illness or age 
have impaired—toning up the patient’s appetite— 
brightening his overall outlook. 

Dosage? Easy. Just a single, tiny pleasant-to-take 
Gerilets Filmtab a day. 


= 


B-Complex Vitamins 10 Int. units Lipotropic Factors . 
Thiamine Mononitrate (Bi) 5S mg. Hematopoietic Factors Betaine Hydrochlioride..... 50 mg. 
Hydrochloride mg. Ferrous Sulfate, USP....... 75 mg. Anti-Depressant 
Calcium Pantothenate....... 5 mg. 
Capillary Stability Hormones 
Vitamin A.... 1.5 mg. (5000 units) Quertine®..........cecee 12.5 mg. (Piperazine Estrone Sulfate, Abbott) %, 


Vitamin D... 12.5 meg. (500 units) (Quercetin, Abbott) 


Methyltestosterone........ 


“FOLIC ACID DOES NOT CONTROL THE NEUROLOGICAL SYMPTOMS OF PERNICIOUS ANEMIA. 
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“UPSET STOMACH” ON DIGITALIS 52-year old male had rheumatic heart disease, 


cardiomegaly Grade II, auricular fibrillation, mitral stenosis, mitral insufficiency, and was in class III-C. 
For 17 months he had been in failure. Three grains of digitalis daily were required for effective mainte- 
nance therapy. When the patient began to complain of frequent “upset stomach”, he was placed on digi- 
toxin, with an alternating 0.1 and 0.2 daily maintenance dose. Nausea became very severe after two months, 
and digitoxin was decreased to 0.1 mg. daily. Congestive failure increased and rehospitalization was 
necessary. Patient was given GITALIGIN, 0.5 mg. q.i.d. for two days, then 1.5 mg. daily for six weeks, fol- 
lowed by 1.0 mg. per day with 1.5 mg. every third day. Failure was effectively controlled without toxicity. ' 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...’ 


for maximal digitalis activity with minimal toxicity 


“,,.patients who became toxic very readily with other agents 
could later be satisfactorily digitalized with gitalin (GITALIGIN).”’* 
Wider margin of safety—frequently effective in patients refractory to 
other digitalis glycosides - broader clinical utility—therapeutic dose 


only ¥ the toxic dose - faster rate of elimination than digitoxin or digi- 


talis leaf. 2) Supplied: 0.5 mg. scored tablets—bottles of 30 and 100. 
1, Dimitroff, S. P. etal.: Ann. Int. Med. 39:1189, 1953. 2. Pastor, B. H.: GP 22:85,1960. 


tamorphous gitalin, White WHITE LABORATORIES, INC.>* Kenilworth, New Jersey 
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Pulmonary Diseases, Scripps Clinic and Research 
Foundation, La Jolla, California; formerly Di- 
rector, Cardiovascular Laboratory; Professor and 
Chairman, Department of Medicine, University 
of Kansas Medical Center, Kansas City, Kansas. 
Cloth. Pp. 169, with illustrations. Price $10.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


THERAPEUTIC EXERCISES. Kinesiother- 
apy. By O. Leonard Huddleston, M.D., Ph.D., 
Medical Director, California Rehabilitation Cen- 
ter, Santa Monica, California; Clinical Professor 
of Physical Medicine, School of Medicine; Uni- 
versity of Southern California, Los Angeles, 
California. Cloth. Pp. 205, with illustrations. 
Price $9.50. F. A. Davis Company, 1914-16 
Cherry Street, Philadelphia 3, 1961. 


A MIRROR UP TO MEDICINE. By A. C. 
Corcoran, M.D. Cloth. Pp. 506. Price $5.75. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1961. 


OBSTETRICAL ENDOCRINOLOGY. By José 
Botella-Llusia, M.D., Professor of Obstetrics 
and Gynecology, University of Madrid, Madrid, 
Spain; Fellow of the “Instituto de Espafia;” 
Fellow of the “Consejo Superior de Investiga- 
ciones Cientificas;” Director of the Maternity 
of Madrid; formerly President of the “Sociedad 
Ginecologica Espanola.” Cloth. Pp. 129, with 
illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


CARTER’S PRINCIPLES OF MICROBI- 
OLOGY. By Alice Lorraine Smith, A.B., M.D., 
F.C.A.P., F.A.C.P., Pathologist, J. K. and Susie 
L. Wadley Research Institute and Blood Bank, 
Dallas, Texas; Professor of Pathology, Graduate 
Research Institute of Baylor University, Dallas, 
Texas; Associate Professor of Pathology, Baylor 
University College of Dentistry, Dallas, Texas; 
Clinical Associate Professor of Pathology, The 
University of Texas Southwestern Medical 


School, Dallas, Texas; Assistant Professor of 
Microbiology, Department of Nursing, Sacred 
Heart Dominican College and St. Joseph’s Hos- 
pital, Houston, Texas; formerly Instructor in 
Microbiology and Pathology, Parkland Hospital 
School of Nursing, Dallas, Texas. Ed. 4. Cloth. 
Pp. 603, with illustrations. Price $6.00. The 
C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1961. 


THE CRY FOR HELP. Edited by Norman L. 
Farberow, Ph.D.; and Edwin S. Schneidman, 
Ph.D. Cloth. Pp. 398. Price $9.95. McGraw- 
Hill Book Company, Inc., 330 West 42nd 
Street, New York 36, 1961. 


THE NEWBORN BABY. By David G. Vul- 
liamy, M.D., M.R.C.P., D.C.H., Consultant 
Paediatrician to West Dorset and South Somer- 
set Groups of Hospitals. Cloth. Pp. 163, with 
illustrations. Price $6.00. Little, Brown and 
Company, 34 Beacon Street, Boston 6, 1961. 


BASIC BIOCHEMISTRY. By M. W. Neil, 
Ph.D., Lecturer in Biochemistry at the London 
Hospital Medical College. Cloth. Pp. 360, with 
illustrations. Price $6.75. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1961. 


THE NATURE OF THE GENIUS. By 
Andrew Gemant, Ph.D., M.D., Detroit, Michi- 
gan. Cloth. Pp. 206. Price $6.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


HANDBOOK ON CLINICAL ELECTROMY- 
OGRAPHY. By Robert B. Pearson, M.D., 
Associate Professor of Physiology, Loma Linda 
University School of Medicine. Paper. Pp. 72, 
with illustrations. The Meditron Company, 
5440 North Peck Road, El Monte, California, 
1961. 


BASIC ESSENTIALS OF BLOOD GROUP 
THEORY AND PRACTICE. By Kathleen E, 


Boorman, Senior Scientific Officer, London 
Blood Transfusion Centre, Sutton, Surrey; and 
Barbara E. Dodd, Lecturer in Forensic Medi- 
cine, Department of Forensic Medicine, The 
London Hospital Medical College. Paper. Pp. 
133, with illustrations. Price $4.50. Little, 
Brown and Company, 34 Beacon Street, Bos- 
ton 6, 1961. 


SYSTEM OF OPHTHALMOLOGY. Edited by 
Sir Stewart Duke-Elder. Vol. Il. THE ANATO- 
MY OF THE VISUAL SYSTEM. By Sir Stewart 
Duke-Elder, G.C.V.O., F.R.S.; and Kenneth C. 
Wybar, B.Sc., M.D., Ch.M., F.R.C.S., Lecturer 
in Ophthalmology, University of London; 
Ophthalmic Surgeon, Moorfields Eye Hospital, 
and the Royal Marsden Hospital. Cloth. Pp. 
901, with illustrations. Price $30.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1961. 


CHEMISTRY OF CANCER TOXIN TOXO- 
HORMONE. By Waro Nakahara, Ph.D., M.D., 
Director of Cancer Institute; and Fumiko Fuku- 
oka, M.D., Senior Member of Cancer Institute, 
Japanese Foundation for Cancer Research, 
Tokyo, Japan. Cloth. Pp. 75, with illustrations. 
Price $4.25. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 
1961. 


WHILLIS’S ELEMENTARY ANATOMY 
AND PHYSIOLOGY. By Roger Warwick, B.Sc., 
Ph.D., M.D., Professor of Anatomy in the Uni- 
versity of London, at Guy’s Hospital Medical 
School. Ed. 5. Cloth. Pp. 275, with illustra- 
tions. Price $7.00. Little, Brown & Company, 
34 Beacon Street, Boston 6, 1961. 


THE COMPLETE BOOK OF BIRTH CON- 
TROL. By Alan F. Guttmacher, M.D., Director 
of Obstetrics & Gynecology, Mount Sinai Hos- 
pital of New York; Winfield Best; and Frederick 
S. Jaffe. Paper. Pp. 152, with illustrations. 
Price $ .50. Ballantine Books, Inc., 101 Fifth 
Avenue, New York 3, 1961. 


Salicylamide 


IF you need SAFE, EFFECTIVE THERAPY for long-term 
treatment of ARTHRITIS and RHEUMATISM remember y 


SALIMEPH 


analgesic 
antirheumatic-" 


Mephenesin relief of spasm 


Vitamin C 


For Best Results Prescribe 


Each capsule-shaped tablet contains: 


Salicylamide . .... 
Mephenesin ..... 
Ascorbic Acid .... 
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maintains 
adrenal reserve 


500 mg. | KREMERS-URBAN CO. 
333 mg. Milwaukee 1, Wisconsin 
50 mg. | Distinctive Ry Specialties Since 1894 


SALIMEPH FORTE 


Write for sample and literature to 


COMMON SENSE FOR A COMMON PROBLEM from 


A RETIREMENT 
FUND HELPS 
PROVIDE A 
SECURE 
FUTURE 


KAPSEALS: 
HELP PROVIDE A HEALTHY ONE 


ey are a reliable source of vitamins, minerals, 


hormones, and digestive enzymes, ELDEC Kapseals may 
help to check certain dietary and hormone deficiencies 
... favorably influence your patient's current and future 
status of health. 


Each ELpre Kapseal contains vitamins—1,667 units A, 0.67 mg. 
3; mononitrate, (0.67 mg. B., 0.5 mg. pyridoxine hydrochloride, 
0.033 N.E Unit (Oral) By. with intrinsic factor: concentrate, 
0.1 mg. folic acid, 33.3 mg. C, 16.7 mg. nicotinamide, 10 mg. 
di-panthenol, 6.67 mg. choline bitartrate; minerals—16.7 mg. 
ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 
66.7 mg. calcium carbonate; digestive enzymes—20 mg. Taka- 
Diastase® (Aspergillus oryzac enzymes), 133.3 mg. pancreatin; 
amino acids—66.7 mg. /Llysine monohydrochloride, 16.7 mg. 
di-methionine; gonadal hormoncs— 1.67 mg. methyltestosterone, 
0.167 mg. Theelin. Dosage: One Kapseal three times daily before 
meals. Female patients should follow each 21-day course with a 
7-day rest interval. Precautions: Contraindicated in patients 
wherein estrogen or androgen therapy should not be used, as 
in carcinoma of the breast, genital tract, or prestate, and in 
patients with a familial tendency to these types of malignancy; 
give cautiously to females who tend to develop excessive hair 


growth or other signs of masculinization. 


Packaging: ELDEC Kapscals are available in bottles of 100. ezee: 


PARKE-DAVIS 


PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
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“inhibition of sperm 
migration is the point of 
importance in a 
CONtraceptive chemical 
~ which is used without 
a diaphragm.” 


4 


323 223239 4S Vaginal 


CEL C Cream-tel 
simple, effective conception control 


the viable, highly motile 
sperm becomes non- 

reproductive the instant without an occlusive device 

it contacts the outer rim 


of the IMMOLIN 


Cream-Jel matrix. 


Low pregnancy rates obtained'* with IMMOLIN Vaginal 
Cream-Jel as sole contraceptive. No failures occurred in 311 
patient-months in a clinical study still under way.? Recent digest of 
four other interim studies (over 1800 patient-months) reports 
only 3 pregnancies due to product failure.* Two completed studies 
(5146 patient-months) reveal the extremely low pregnancy rates 

of 2.01* and 3.2! per hundred woman-years of exposure. 


“There has been good [patient] acceptance. . .””” 
IMMOLIN’s dry consistency eliminates the usual complaints of 
overlubrication. IMMOLIN stays put, won’t leak; it is non-messy, 
snowy-white and completely odorless. These advantages, plus 
simplicity of application, enhance motivation for consistent use. 


A w.. nl D Supplied; #900 Package—75 gram tube with improved measured-dose 


—the dead sperm applicator and attractive zippered plastic case. 
is trapped inside the  *905 Package— 75 gram tube only. 


IMMOLIN Cream-Jel References: 1. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
matrix. 78:657 (Sept.) 1959. 2. Marcus, S.: J. Am. M. Women’s A. 16:383 (May) 1961. 
3. Schmid Gynecologic Notes, a digest of interim clinical studies, Vol. 1, -No. 1, October, 
1960. 4. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 423 West ssth Street, New York 19, N. Y. 
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Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax- 


Standardized Who 
with Potassium Chlo: 
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Rautrax-N lowers high blood pressure gently, gradually... protects 
against sharp fluctuations in the normal pressure swing. 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrazx-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautraz-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB / 
Squibb Quality \ 
= the Priceless Ingredient 


Rauwolfia Serpentina 


*aavouun’®, ano ARE SQUIBB TRADEMARKS 


ite 
limits the blood pressure swing 
For fall in ty 
or Product Brief. 
a 
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Changes of address 


Aaneland, Knut, from Skipper Gt. 4A, to M. Thranes Gt. 10, 
Kristainsand, Norway 

Aber, Burton B., from St. Louis, Mo., to 9992 Halls Ferry 
Road, St. Louis County 36, Mo. 

Adams, Donald B., from Warrensville Heights, Ohio, to 100 
S. 33rd St., Newark, Ohio 

Adkins, R. E., from Yuma, Ariz., to Box 308, Yarnell, Ariz. 

Aizic, Morton, from Leonia, N. J., to 900 River Vale Road, 
River Vale, N. J. 

Allenius, Arnold O., from Bronx, N. Y., to 2244 Mock Road, 
Columbus 19, Ohio 

Armato, Andrew A., from Caro, Mich., to 603 Birch St., 
Saginaw, Mich 

Arnold, C. Richard, from East Orange, N. J., to Route 4, 
Kirksville, Mo. 

Art, James E., from Sandusky, Ohio, to 217 Center St., 
Huron, Ohio 

Austin, Eugene Park, from St. Petersburg Beach, Fla., to 
401 S. Pinellas Ave., Tarpon Springs, Fla. 

Bashline, H. Woodrow, from 328 State St., to Route 2, 
Grove City, Pa. 

Behrman, Edward, from Harrisburg, Pa., to 700 Black Oak 
Ridge Road, Wayne, N. J. 

Ben, Walter T., from Pontiac, Mich., to 14050 LaBelle, Oak 
Park 37, Mich. 

Benson, Robert E., from 23466 Meadlawn, to 27116 aahe 
Trail Drive, Dearborn, Mich. 

Bergmann, Danald C., from 1703 E. McPherson St., to 
Kirksville Osteopathic Hospital, 800 W. Jefferson St., 
Kirksville, Mo. 


Berkowitz, Marvin, from 8300 Telegraph Road, to 8610 
Fifth St., Downey, Calif. 

Bernhang, Stanley S., from Detroit, Mich., to 1790 Weeks 
St., Bronx 57, N. Y. 

Billings, Arthur S., from Portland, Maine, to Box 98, Ray- 
mond, Maine 

Bilodeau, Larry Perrow, from Rochester, Mich., to 4055 
Stevely Ave., Los Angeles 8, Calif. 

Bilyea, David L., from Mineral Spring Osteopathic Clinic, 
to 218 N. Fifth St., Louisiana, Mo. 

Birds, Valentine George, from Los Angeles, Calif., to 2001 
Ventura Blvd., Thousands Oaks, Calif. 

Black, Linnie K., from South Miami, Fla., to 1401 Bamboo 
Lane, New Port Richey, Fla. 

Bloch, Richard P., from 121 S. Lavista Blvd., to 170 North 
Ave., Battle Creek, Mich. 

Blueskye, William C., from Cleveland, Ohio, to 7496 Mentor 
Ave., Mentor, Ohio 

Bolin, Wyman J., from Dade City, Fla., to 67 N. Point 
Drive, Avon Lake, Ohio 

Bollman, William L., III, from Allentown, Pa., to 65 E 
Walnut St., Macungie, Pa. 

Bottomley, Donald L., from Delaware Township, N. J., to 
423 W. Third Ave., Moses Lake, Wash. 

Branding, Earl H., from Saginaw, Mich., to 116 E. Frank 
St., Caro, Mich. 

Brandon, John A., from 1814 Oberlin Ave., to 1505 Kansas 
Ave., Lorain, Ohio 

Brenner, John M., from Los Angeles, Calif., to 5688 Mission 
Blvd., Riverside, Calif. 

Brubaker, Richard E., from 801 Church St., to 103 N. Sixth 
St., Belen, N. Mex. 

Buenger, Donald D., from Carson City, Mich., to Thompson, 
Iowa 

Butler, Burton B., Jr., from Portland, Ore., to 2236 S. E. 
Washington St., Milwaukie 22, Ore. 


“Almost without exception at least three times 


more effective in raising the blood iodine /evel 


® THE ACTIVE 
PRINCIPLE 
OF THYROID 


Influence of ‘‘equivalent’ dosest of SYNTHROID and Desiccated Thyroid 
on Protein-Bound lodine Levels* in 28 myxedematous patients. 


DOSAGE OF DESICCATED THYROID 
0.1 mg. 6.1 DOSAGE OF SYNTHROID 


0.3 mg. 9.7 


0.4 mg. 8.6 


PROTEIN BOUND IODINE microgram/100 ml. 


*Average pretreatment level, 2.38 mcg./100 ml. 195 determinations of serum P.B.I. level were made 
in these 28 patients. Four weeks were allowed for stabilization in a given dose. 


TEquivalent’’ dosage: 0.1 mg. of sodium I-thyroxine (SYNTHROID) is equivalent to 1 gr. desiccated 


thyroid. Reference: 1. Sturnick, M.1., and Lesses, M.F. A comparison of the effect of desiccated thyroid and sodium levothyroxine 
on the serum protein-bound iodine. New England J. Med. 264:608 (Mar. 23) 1961. 
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0.2 mg. 7.9 


Button, William E., from 10651 Bobbie Downs St., to Nor- 
mandy Osteopathic Hospital, 7840 Natural Bridge Road, 
St. Louis 21, Mo. 

Buziak, Chester J., from Chicago, IIl., to 1419 Carroll Ave., 
East Chicago, Ind. 

Buzzell, Keith A., from 335 Brighton Ave., to 142 High St., 
Portland, Maine 

Cahill, John Joseph, Jr., from Gila Bend, Ariz., to 6502 N. 
35th Ave., Phoenix 17, Ariz. 

Caldwell, Alton Brown, from Point Pleasant, W. Va., to 403 
Market St., Spencer, W. Va. 

Carabet, Norman, from Maywood, Calif., to 9763 Mason 
Ave., Chatsworth, Calif. 

Centz, Paul N., from 239 Concord Road, to 2817 W. Ninth 
St., Chester, Pa. 

Chapman, J. Dudley, from Warrensville Heights, Ohio, to 
27712 Lorain Road, North Olmstead, Ohio 

Chapman, John E., from 735 Gladstone Ave., S. E., to 1414 
Rosalind Road, S. E., Grand Rapids 6, Mich. 

Charochak, Richard P., from 4244 Livernois Ave., to 14294 
Crescent Drive, Detroit 23, Mich. 

Chinen, Masahide, from San Diego, Calif., to 2233% W. 14th 
St., Los Angeles 6, Calif. 

Choquette, A. A., from Tulsa, Okla., to 1001 Montgomery 
St., Forth Worth 7, Texas 

Clinch, Arthur H., from Azle, Texas, to 1901 N. E. 28th St., 
Fort Worth 3, Texas 

Cohen, Martin, from 542 Park Ave., to 412 Gladstone Blvd., 
Kansas City 24, Mo. 

Colton, Samuel Jay, from 131 S. 48th St., to 2649 Tremont 
St., Philadelphia 15, Pa. 

Conklin, Jan Kimble, from Dayton, Ohio, to 5426 N. Bales 
Ave., Kansas City 19, Mo. 

Cudmore, Arthur S., from 409 N. 11th St., to 1423 Franklin 
St., Boise, Idaho 


Cuellari, Frank, from Roseland, N. J., to 63 South St., 
Newark 2, N. J. 

Cunicella, Nicholas A., from York, Pa., to 108 Park St., 
Westfield, N. J. 

Cunningham, Donald W., from Holden, Mo., to 496 N. 
Scott, Belton, Mo. 

Daniels, Lester R., from 1220 25th St., to 4411 Del Rio 
Road, Sacramento 22, Calif. 

Darling, Bradford L., from 1441 Littleton Blvd., to 1060 
Littleton Blvd., Littleton, Colo. 

De Angelis, Jchn, Jr., from Los Angeles, Calif., to 910 N. 
Glendale Ave., Glendale 6, Calif. 
DelMarco, Charles J., from Bristol, Pa., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 
Dobson, Lawrence A., from 2416 S. E. 79th St., to 2416 
S. W. 79th St., Oklahoma City 9, Okla. 

Doiron, Louis L., from Larned, Kans., to Archer Hospital, 
Box 847, Archer City, Texas 

Doiron, Juanita D., from Farmington, Mo., to Archer Hos- 
pital, Box 847, Archer City, Texas 

Dorfman, Albert S., from 2850 Webb Ave., to 2224 La- 
combe Ave., Bronx 72, N.Y 

Elston, William L., from Phoenix, Ariz., to 2915 Crestwood 
Drive, Warren, Ohio 

Epstein, Sheldon M., from Alhambra, Calif., to 417 S. 
Lincoln, Monterey Park, Calif. 

Everett, C. Edwin, from Owensville, Mo., to Merrill, Ore. 

Farnham, G. M., from Reno, Nev., to 1832 N. La Vegas 
Blvd., North Las Vegas, Nev. 

Fast, Naomi M., from Kansas City, Mo., to 4505 S. Broad- 
way, Englewood, Colo. 

Fast, Wilmer D., from Kansas City, Mo. to 4505 S. Broad- 
way, Englewood, Colo. 

Fatsis, Stephen S., from Bashline Osteopathic Hospital & 
Clinic, to Bashline Hospital Assn., Ltd., Cor. Pine & 
Center Sts., Grove City, Pa. 


Improved resu/ts obtained with desiccated thyroid’ 


Patients Treated With Thyroid B.P.* and Later With Sodium I-thyroxine (SYNTHROID) 


Sex Thyroid Years of Sodium Weeks of : Weight 
Age Dose Treat- Cholesterol P.B.I. |I-Thyroxine Treat- Cholesterol P.B.I. Loss 
(yrs.) (gr.) ment (mg.%) (ug.%) | Dose(mg.) ment (mg.%) (H#g-%) (Ibs.) 
M 57 1% 4 400 iZ 0.15 8 290 4.4 29 

e 71 2-3 8 260 0.7 0.2 10 200 7.0 11 

F 65 2-4 8 552 23 0.2 8 299 4.5 9 
M 67 1-3 5 360 2.4 0.2 6 230 6.0 12 
F 70 3-4 9 600 . 1.7 0.2 a 340 6.6 4 
F 62 1-3 10 299 1.6 0.1 8 164 3.9 3 
F 59 4 8 420 2.0 0.2 3 215 7.0 5 


Precautions: As with other thyroid preparations, overdose may cause diarrhea or cramps, nervous- 
ness, tremors, tachycardia, insomnia, and continued weight loss. Medication, in such cases, 
should be stopped for 2-6 days, then resumed at a lower level. 


Contraindications: Thyrotoxicosis, acute myocardial infarction. 


For Hypothyroidism, these results strongly indicate SYNTHROID® 


Reference: 2. Macgregor, A. G.: Lancet 1:329-332 (Feb. 11) 1961. 


(brand of sodium I-thyroxine) 


*Brit. Pharmacopeia 


FLINT, Eaton & Company Division of Baxter Laboratories, Inc, Morton Grove, Illinois 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rh toid arthritis: 
Initial Maintenance 
6 to 12 mg. 
Moderately severe ...... 4to 8 mg. 
2to 8 mg. 


With Medrol Medules, it may be possible to reduce the total daily dose by %4. 


@TRADEMARK, REG. U.S. PAT. OFF, COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1961 


A 1% 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 


Approximately 135 
tiny “doses” 

mean smoother steroid 
thera py 

Rech contains: Modes! 
(methylprednisolone) 2 mg. or 4 mg. 


Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Patients you treat with Metahydrin respond with gratifying benefits. 
Cardiac patients can breathe more satisfactorily and are not so 
quickly fatigued by mild exertion. They maintain stable nonedem- 
atous weight and, minus the burden of edema, are better equipped 
to withstand the stresses of daily living which occur even in conva- 
lescence. Hypertensive patients enjoy more normal blood pressures, 
are relieved of headaches, tachycardia and palpitations. Adjunctive 
antihypertensive therapies—and their well-known side effects—can 
be reduced. Dietary salt restrictions are usually not necessary, or 
need not be severe. In any patient requiring a diuretic Metahydrin 
provides smooth, adequate diuresis. And because all thiazides are 
not alike, the nature of Metahydrin diuresis is more clinically 


I walked 
to your office today! 


99 


METAHY DRIN®, brand of trichlormethiazide, Lakeside. Supplied tablets of 2 mg. and 4 


mg. in bottles of 100 and 1000. Contraindications: Complete renal sh ; rising azotemia 
or development of hyperkalemia or acidosis in severe renal disease. 
| Br LAKESIDE LABORATORIES, INC. . Milwaukee 1, Wisconsin 
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SUCTION PRESSURE 


POWERFUL 
ROTARY PUMP 
ON MOBILE STAND 


““WHIRLWIND” 
COMPLETE 
AS SHOWN 


Not a cheap, dia- 
phragm-type pump, 
but a genuine 4- 
blade rotary. Power- 
ful as a giant, quiet 
as a whisper. Ideal 
for floor duty as a 
continuous service 
aspirator. Suction to 
27”. Pressure, 25 
ibs. per sq. in. 
Standard equipment 
includes gauges, reg- 
ulators, automatic 
oiler, muffler, filter, 
liquid trap, suction 
tube, cord and 
switch. Mounted on 
metal stand with 
drawer, stainless top 
and shelf with 1 gal- 
lon bottle with met- 
al separable fittings. 


3 YEAR 
GUARANTEE. 


Available Exclusive- 
ly at 


WOCHER’S 


COMPLETE HOSPITAL SUPPLY 
609 COLLEGE ST., CINCINNATI 2, OHIO 


BE. 
YOUR 
LINK 
WITH 
THE 
PUBLIC 
HEALTH—in your reception room or mailed to 


your patients and business associates—is a valu- 
able public relations and health education tool. 


Only 10¢ a copy, $1.00 a year (10 issues— 
May-June and July-August combined), and 
$2.50 for three years. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio Street 
Chicago 11, Illinois 
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Fawcett, Donald L., from 2313 El Cajon Blvd., to 4410 
30th St., San Diego 16, Calif. 

Faymore, Leonard F., from Lancaster, Pa., to 1375 Forest 
Glen Drive, Cuyahoga Falls, Ohio 

Ferens, Edwin W., from Dearborn, Mich., to 19212 W. 
Warren Ave., Detroit 28, Mich. 

Fleischer, Martin, from Detroit, Mich., to 5728 Nonnie Ave., 
Sacramento 21, Calif. 

Fletcher, C. Weldon, from North Sacramento, Calif., to Box 
606, Winston, Ore. 

Fredericks, Gene W., from 878 Dollar Bay Drive, to 240 
Bellevue, Lake Orion, Mich. 

Friend, John H., from Buena Park, Calif., to 437 E. 20th 
St., Costa Mesa, Calif. 

Gatto, Nicholas J., from Cuyahoga Falls, Ohio, to 14 Shef- 
field St., Jersey City 5, N. J. 

Gaunt, Frank L., from San Jose, Calif., to 200 De Soto 
Drive, Los Gatos, Calif. 

Giddens, Shula Flick, from Box 386, to Box 428, De Tour, 
Mich. 

Giesler, J. W., from Maywood, Calif., to Rio Hondo Me- 
morial Hospital, 8300 Telegraph Road, Downey, Calif. 

Glickel, Joseph, from Staten Island, N.Y., to 55 Hanover St., 
Pemberton, N. J. 

Goldman, Lawrence E., from 5435 Woodward Ave., to 
19378 Kelly Road, Detroit 36, Mich. 

Goodfellow, Walter V., from Box 3086, to Box 3068, Santa 
Barbara, Calif. 

Gordon, Sanford, from 2309 Pittock St., to 2750 Broadway 
Ave., Pittsburgh 16, Pa. 

Graham, Beach C., from Fowler, Mich., to 118 W. Linden 
St., Carson City, Mich. 

Greenspun, Bertram, from Bellmawr, N. J., to 114 Broad- 
way, Westville, N. J. 

Hanna, William H., from Kirksville, Mo., to Box 68, Edge- 
water, Fla. 

Harper, William R., from Los Angeles, Calif., to 5434 N. 
Lemon Ave., Long Beach 5, Calif. 

Harter, B. P., from Orlando, Fla., to 32 E. Story Road, 
Winter Garden, Fla. 

Haupt, Harvey R., Jr., from Saginaw, Mich., to 421 N. Fifth 
St., Reading, Pa. 

Heil, John J., from 1855 Fifth St., to 413 Portage Trail, 
Cuyahoga Falls, Ohio 

Henry, Boyd C., Jr., from Grove City, Pa., to Route 2, 
Sarver, Pa. 

Henson, Arthur N., II, from Miami, Fla., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 
Hipple, John A., from Sandusky, Mich., to 124 Maple St., 

Delton, Mich. 

Ho, Robert, from Philadelphia, Pa., to Detroit Osteopathic 
Hospital, 12523 Third Ave., Detroit 3, Mich. 

Hocka, Frank J., from Cleveland, Ohio, to Hospital of Phil- 
adelphia College of Osteopathy, 48th & Spruce Sts., 
Philadelphia 39, Pa. 

Hoffman, Gerald M., from Dayton, Ohio, to 755 Welling- 
ton Crescent, Mount Clemens, Mich. 

Hombs, Addison, from Glendale, Ariz., to 370 E. Wood, 
Troy, Mo. 

Houts, Gerald, from 4320 Atlantic Ave., to 3590. Elm Ave., 
Long Beach 7, Calif. 

Houts, Laurence, from 4320 Atlantic Ave., to 3590 Elm 
Ave., Long Beach 7, Calif. 

Huff, Raymond J., from 625 S. Westmoreland Ave., to 608 
S. Berendo Ave., Los Angeles 5, Calif. 

Hurt, Howard Frank, from Chicago, Ill., to 1419 Carroll St., 
East Chicago, Ind. 

Hutchinson, George F., Jr., from Cuyahoga Falls, Ohio, to 
Kirksville Osteopathic Hospital, 800 W. Jefferson St., 
Kirksville, Mo. 

Hyman, Howard H., from 163-03 22nd Ave., to 17-52 
Francis Lewis Blvd., Whitestone 57, N. Y. 

Ikenberry, Maurice L., from 4320 Atlantic Ave., to 3590 
Elm Ave., Long Beach 7, Calif. 

Jackson, James, from Third & Webster Sts., to 122 Apple 
Ave., Muskegon, Mich. 
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COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


LABORATORIES 
New York 18, N. Y. 
® 
(Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 
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Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. . 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. ‘ 


For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
¥g% to 1%; and in aromatic solution and water 
soluble jelly. 
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A DISTINCT THERAPEUTIC ENTITY* 
Restores and maintains skin’s normal protective acidity — speeds natura} 
healing and helps sensitive skin resist irritants and infection. 

WHY ACID MANTLE? 
A NOTABLE VEHICLE 
Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin—increases response 
through its own therapeutic action. 


*Supplied: in Creme and Lotion (pH 4.6) 
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IN THE TREATMENT OF STUBBORN 
DERMATOSES, YOU CAN EXPECT 
RESULTS LIKE THESE WITH 


Response of 113 Patients _ 
with various skin disorders to Cor-Tar-Quin Creme and Lotion? 


Condition Improved | 
Seborrheic dermatitis | 37 31 6 0 
Neurodermatitis 41 18 22 1 
Atopic eczema 16 7 9 0 
Tinea cruris 3 1 1 1 
Other dermatoses 16 4 12 0 
TOTALS 113 61(54%) 50 144%) 212%) 


tAdapted from Olansky, S. 
“Especially effective” for lesions characterized 
by SCALING, LICHENIFICATION AND INFECTION 


Description: Cor-Tar-Quin is a unique topical creme or lotion, combining 
micro-dispersed hydrocortisone alcohol, %2%, or liquor carbonis deter- 
gens 2% and diiodohydroxyquinoline 1% in the Acid Mantle® vehicle. 


Reference: (1) Olansky, S.: Antimicrobial-Steroid-Tar Combination in Treatment of 
Subacute and Chronic Dermatoses, J.M.A. Georgia 50:398 (Aug.) 1961. 02668 


WORLD LEADER IN 
DERMATOLOGICALS 


CHEMICALS INC. 
NEW YORK 23, NEW YORK 


WHENEVER YOU NEED AN 
ANTIBIOTIC-NYSTATIN 
COMBINATION...prescribe the only 
one with the added benefits of = q 
DECLOMYCIN® Demethylchlor- 
tetracycline «+ full activity with 
lower intake « high sustained 
activity levels + activity maintained 
for 24 to 48 hours after the last dose. 


DECLOSTATIN 


Demethylchlortetracycline and Nystatin Lederle 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative, or write to Medical Advisory Department. ’ 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York <a> 
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Jenkins, Charles T., from Los Angeles, Calif., to 442 S. Rex- 
ford Drive, Beverly Hills, Calif. 

Johl, Gulzar Singh, from Los Angeles, Calif., to Box 615, 
Yuba City, Calif. 

Jolivette, Stanley W., from Forestville, Calif., to Community 
Medical Center, 2251 Hawthorne St., North Sacra- 
mento 15, Calif. 

Jordan, R. Grant, from Los Angeles, Calif., to 3018 EI 
Camino Ave., Sacramento 21, Calif. 

Jordan, William W., from Caro, Mich., to 301 S. Main St., 
Fowler, Mich. 

Kadish, Sol, from Brooklyn, N. Y., to Livingston Manor, 
N. Y. 

Kahler, Derald R., from Kissimmee, Fla., to 924 S. Wash- 
ington Ave., Wellington, Kans. 

Kaufman, Ronald B., from Oak Park, Mich., to 17201 N. E. 
22nd Ave., North Miami Beach 62, Fla. 

Kavanaugh, Frederick L., from 612 Euclid Ave., to Bashline 
Hospital Assn., Ltd., Cor. Pine & Center Sts., Grove 
City, Pa. 

Kelly, Thomas William, from 4630 Kirkwood, to 3921 Brad- 
ford St., Corpus Christi, Texas 

King, S. Riley, from Overland Park, Kans., to 8007 Over- 
land Park Blvd., Shawnee Mission, Kans. 

Kinn, Edward J., from 405 Grand Ave., to 79 Central Ave., 
Dayton 6, Ohio 

Kinsman, Calvin T., from South Miami, Fla., to 700 Sunset 
Blvd., New Port Richey, Fla. 

Kline, Charles Alvin, from Fort Worth, Texas, to Kirksville 
Osteopathic Hospital, 800 W. Jefferson St., Kirksville, 
Mo. 

Kon, Francis S., from 536 E. Glendale Ave., to 49 N. 11th 
Ave., Glendale, Ariz. 


Krauss, Gordon L., from 4002 Park Blvd., to 3994 Park 
Blvd., San Diego 3, Calif. 

Kring, Robert B., from Clare, Mich., to Tucson General 
Hospital, 3838 N. Campbell Ave., Tucson, Ariz. 

Kurtzack, Irwin J., from Miami, Fla., to 3737 N. W. 167th 
St., Opa Locka, Fla. 

LaCasse, Joseph D., from Trenton, Mich., to 13819 Trenton 
Drive, Southgate, Mich. 
Lalli, Eugene E., from 1560 Humboldt St., to Lamb Me- 
morial Hospital, 1535 Park Ave., Denver 18, Colo. 
Lancaster, Roland D., Sr., from 7525 Scyene Road, to 8904 
Rosecliff Drive, Dallas 17, Texas 

Langton, John A., from Pontiac, Mich., to 52 E. 22nd St., 
Chester, Pa. 

Lee, Miles D., from Long Beach, Calif., to 204 Coronado 
Bldg., Greeley, Colo. 

Lewis, Melvin C., from Mount Clemens, Mich., to 216 E. 
29th St., North Kansas City 16, Mo. 

LoBianco, Anthony D., from 824 Christian St., to 1225 S. 
Eighth St., Philadelphia 47, Pa. 

Loder, Earl C., from Oakland, Calif., to 3100 Carlson Blvd., 
El Cerrito, Calif. 

Lutz, Jerrold W., from Saginaw, Mich., to 1208 Salzburg 
Ave., Bay City, Mich. 

Macomber, Edward H., from Clinton, Mo., to 1214-A Inde- 
pendence Ave., Kansas City 6, Mo. 

Malta, John S., from Asbury Park, N. J., to 1004 Wicka- 
pecko Drive, Wanamassa, N. J. 

Marinelli, Dante E., from Los Angeles, Calif., to 1919 
Stevens Forest Drive, Dallas 8, Texas 

Markine, Joseph J., from Mission, Kans., to 5932 Mission 
Road, Shawnee Mission, Kans. 


LOG 


The 1962 Daily Log is now ready to provide you with com- 
plete business facts about your practice — overhead; receipts; 
charges; taxes; net earnings. Easy to use — designed specific- 
ally for your profession. Only a few minutes a day re- 
quired to keep complete practice management records; helps 
you avoid tax troubles; saves you time and money. Fully 
dated, looseleaf; printed new each year. 


PRICES: Regular Edition, one 40 line page a 
day, one volume, dated for 1962 — $7.75. 
Double Log Edition, two facing pages of 40 | 
lines for each day, two volumes, dated for 


1962 — per set — $13.50. 


THE COLWELL COMPANY, 265 Kenyon Rd., Champaign, Ill. 
Please send me 1962 [1] Regular [J Double Daily Log for Physi- 


cians. Remittance enclosed. 


& OC Please send me more information plus FREE Record Supplies Cata- 
log Kit. 
Dr. 


} 


City_ 


A-202 


No. 831 Men's 
No. 832 Women’s 


VELCRO FASTENING 
ELASTIC RIB BELTS 


For comfortable, effective chest binding. Amazing 
new Velcro fastening material has tremendous holding 
power, yet separates easily for removal of belt. No 
buckles or shoulder straps necessary. Made 
of finest quality elastic with extra long Velcro 
fastening strips. $3.50 ea., $39.00 doz. 
Specify chest sizes when ordering. 
DePuy Manufacturing 
Co., Inc., Warsaw 
Indiana. Since 1895— 
the Standard of Quality 
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Composition: 200 mg. Soma (carisoprodol), 160 mg. 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, scored tablets. 


Also Available As 
SOMA COMPOUND-+ CODEINE 


Soma Compound boosts the effectiveness of codeine. 
Therefore, Soma COMPOUND + CODEJNE. contains only 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions — 
new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


(i) WALLACE LABORATORIES / Cranbury, N. J. 


Y grain of codeine phosphate to relieve the more severe 
pain that usually requires 2 grain. Otherwise, its com- 
position—and dosage—is the same as Soma Compound. 
Supplied in bottles of 50 white, lozenge-shaped tablets. 


soma 
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UNDER YOUR 


the 
60-10-70 menu plan 
can help patients 
bring weight down 
and your 
judgment dictates... 
keep weight down! 


This logical Obedrin formula helps bring weight down by helping control The 60-10-70 Menu Plan helps cor- 


abnormal food cravings: rect unhealthy eating habits without 
¢ Semoxydrine HCI (Methamphetamine) ... 5 mg.—proved anorexigenic _—_ calorie counting—assures balanced 
- and mood-lifting effects food intake. 


¢ Pentobarbital ... 20 mg.—guards against excitation 
« Ascorbic Acid... 100 mg.—aid for mobilization of tissue fluids 

¢ Thiamine Mononitrate...0.5 mg. effective 

¢ Riboflavin... 1 mg. diet Supplied: Tablets and Capsules— 
¢ Nicotinic Acid (Niacin)... 5 mg. supplementation bottles of 100, 500 and 1000. 


WRITE FOR 60-10-76 MENU PLANS, WEIGHT CHARTS AND SAMPLES OF OBEDRIN. 


THE s.c£. MASSENGILL COMPANY 


Bristol, Tennessee New York « Kansas City San Francisco 
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ECTIVE MANAGEMENT OF HYPERTENSION BEGINS ¥ 


% 


HYPERTENSION 


PHYSICIANS 


CHLOROTHIAZIDE 


more often than any other diuretic 


“Since the chlorothiazide compares well 
in effectiveness with other hypotensive 


~. drugs, it is our practice to initiate therapy 
-% with chlorothiazide alone in all patients 
~ with normal renal function. Inthe absence 


of signs indicating urgency in the reduc- 
tion of pressure we find it advisable to 
continue such treatment for one or two 


months.” 


Conway, J., and Lauwers, P.: Circulation 21:21, 
= January, 1960. 


Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 


Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP &€& DOHME 
Division of Merck & Co., INC. West Point, Pa. 


WITH DIURIL 


| | | | 
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Martin, Norman, from Miami, Fla., to 7600 Lexington Ave., 
Philadelphia 15, Pa. (Change name from Norman 
Martin Piwoz) 

Martin, Patrick, from 1000 Montgomery St., to 1001 Mont- 
gomery St., Fort Worth 7, Texas 

Martin, Robert M., from Altadena, Calif., to 90 N. Hudson 
Ave., Pasadena, Calif. 

Mastellos, Christopher, Jr., from Compton, Calif., to 9286 
Heiner, Bellflower, Calif. 

Maxfield, Royce W., from Lansing, Mich., to 2813 S. Sixth 
Ave., Tucson, Ariz. 

McGillis, Donald M., from Studio City, Calif., to 1492 
Montgomery Road, Thousand Oaks, Calif. 

McKean, Ella L., from Wheeling, W. Va., to 2091 Alton 
Road, N. E., East Cleveland 12, Ohio 

McLain, Robert E., from Dayton, Ohio, to 4011 North 
Haven Ave., Toledo 12, Ohio 

McMurray, Robert L., from 32 E. Main St., to Cumberland 
& Parks Sts., Hebron, Ohio 

Melachrinos, William S., from Boston, Mass., to 71 Broad- 
way, New York 6, N. Y. 

Mengel, D. Robert, from South Bend, Ind., to 6532 Dorel 
St., Philadelphia 42, Pa. 

Merow, Edwin L., from 4638 Walnut St., to 813 W. Erie 
Ave., Philadelphia 40, Pa. 

Miller, Albert R., from Shawnee Mission, Kans., to 8129 
Wornall Road, Kansas City 14, Mo. 

Mims, Roy D., from Blackwood-Mims Clinic & Hospital, to 
Mims Clinic & Hospital, Box 814, Comanche, Texas 
Mirowski, Bruno Frank, from Lincoln Park, Mich., to 7409 

Michigan Ave., Detroit 10, Mich. 

Mitten, Carl V., from Kansas City, Mo., to 1313 Holland 
Ave., Houston 29, Texas 

Mohammed, Harry H., from Anderson, Ind., to 933 E. 
Kearney, Springfield, Mo. 

Molina, Clarence David, from 4320 Atlantic Ave., to 3590 
Elm Ave., Long Beach 7, Calif. 

Moon, Charles W., from 1437 N. E. 26th St., to 1040 Bay- 
view Drive at Sunrise Blvd., Fort Lauderdale, Fla. 
Morrison, Carl E., from St. Cloud, Minn., to 750 S. Cray- 

croft Road, Tucson, Ariz. 

Mortimer, Jay C., from Detroit, Mich., to 2201 Pennsylvania 
Ave., Philadelphia 3, Pa. 

Moskowitz, Harry L., from Fort Worth, Texas, to Magnolia 
Hospital, 14310 N. W. 22nd Ave., Miami 27, Fla. 
Mulford, Robert J., from 238 Church St., to 480 Park Ave., 

Amherst, Ohio 

Mullens, Lester G., from 405 Grand Ave., to 3214 Hoover 
Ave., Dayton 7, Ohio 

Munroe, Howard R., from Essexville, Mich., to 2411 N. 
Michigan Ave., Saginaw, Mich. 

Neely, Richard S., from Clare, Mich., to 119 W. Fourth St., 
Rochester, Mich. 

Noffsinger, F. L., from Phoenix, Ariz., to Box 97, Scottsdale, 
Ariz. 

Nordell, Warren A., from 128% Oak St., to 110 S. Main St., 
Juneau, Wis. 

O’Neill, J. Lynne, from 106 E. Fourth Ave., to 222 Western 
Bldg., Mitchell, S. Dak. 

Osattin, Morris R., from Chicago, IIl., to 151 N. Orlando 
Ave., Winter Park, Fla. 

Osder, Robert, from Detroit, Mich., to 204 Woodcliff Ave., 
North Bergen, N. J. 

Page, Paul E., from Columbus, Ohio, to 1811 De Milo, 
Houston 18, Texas 

Pancellie, John J., from Grand Rapids, Mich., to 502 West 
Drive, Westmont, N. J. 

Pankovich, John, Jr., from Detroit, Mich., to 58511 Main 
Blvd., New Haven, Mich. 

Papageorge’s, Nicholas Peter, Jr., from Los Angeles, Callif., 
to 3590 Elm Ave., Long Beach 7, Calif. 

Pardell, Herbert, from Flint, Mich., to Hospital of Philadel- 
phia College of Osteopathy, 48th & Spruce Sts., Phil- 
adelphia 39, Pa. 

Person, Harris F., Jr., from Fort Worth, Texas, to Mid- 
Cities Memorial Hospital, 2733 Sherman Road, Grand 
Prairie, Texas 
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| AUDIO-VISUAL heart sound RECORDER 


3 


| | en of course, 1 plus 1 does not equal 
three, but the Cambridge Audio-Visual Heart Sound 
Recorder makes a seeming paradox — true! The 
simultaneous, instantaneous viewing and hearing of 
the heart sounds give more than the simple sum of 
the two ... they provide the plus factor! 

With this most versatile instrument, the Doctor 
hears the heart sounds faithfully reproduced through 
binaural ear phones while viewing the pattern on 
the long persistence screen of a cathode ray tube. 

Any portion of the heart sounds may be perma- 
nently recorded upon thin magnetic discs. These 
paper-thin but durable records may be filed as part 
of a patient’s history or mailed for consultation. 
They may be “played back” (both heard and viewed) 
for study or for consultation. 


CAMBRIDGE SIMPLI-SCRIBE 
DIRECT WRITING 
ELECTROCARDIOGRAPH 


Provides the Cardiologist, Clinic 
or Hospital with a portable di- 
rect writing Electrocardiograph 
of utmost usefulness and accur- 
acy. Size 10%” x 103%” x 11”. 
Weighs 28 pounds with all 
accessories. 


Send for Bulletin #185 
CAMBRIDGE INSTRUMENT CO., Inc. 
Graybar Bldg., 420 Lexington Ave., New York 17, N. Y. 


Oak Park, IIl., 6605 West North Avenue 
Cleveland 2, Ohio, 8419 Lake Avenue 
Detroit 37, Mich., 13730 W. Eight Mile Road 
Jenkintown, Pa., 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 


CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 
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‘Pfizer om actrum: 
have been simplified — 


mycin 


the name now Is simply... 


er NE r all INE 


formerly named now named 
Cosa-Terramycin® Capsules Terramycin® Capsules* 
Cosa-Terrabon® Oral Suspension Terramycin Syrup 
Cosa-Terrabon Pediatric Drops’ - Terramycin Pediatric Drops 
and simpler names for these Terramycin-containing formulations: 
Cosa-Terrastatin® Capsules Terrastatin® Capsules 
Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension 
Cosa-Terracydin® Capsules Terracydin® Capsules 
® 

the name now Is simply.. Tetracyn 
formerly named now named 
Cosa-Tetracyn® Capsules Tetracyn® Capsules* 
Cosa-Tetrabon’ Oral Suspension Tetracyn Syrup 
Cosa-Tetrabon Pediatric Drops Tetracyn Pediatric Drops 
and simpler names for these Tetracyn-containing formulations: 
Cosa-Tetrastatin® Capsules Tetrastatin® Capsules 
Cosa-Tetrastatin for Oral Suspension Tetrastatin for Oral Suspension 
Cosa-Tetracydin® Capsules Tetracydin® Capsules 
the name now Is simply... Sign emyc n 

TETRACYCLINE WITH GLUCOSAMINE-TRIACETYLOLEANDOMYCIN 
formerly named now named 
Cosa-Signemycin® Capsules Signemycin® Capsules 
Cosa-Signebon® Oral Suspension Signemycin Syrup 
Cosa-Signebon Pediatric Drops Signemycin Pediatric Drops 


*Terramycin and Tetracyn Capsules without glucosamine are no longer available. 


Science for the world's well-being® (Pfizer) PFIZER LABORATORIES Division. Chas, Pfizer & Co., Inc. New York 17, N. Y. 


; 
j 


Since May 11, Synalar Cream has cleared many 
previously intractable dermatoses. Have you 
evaluated it in your practice? 


On May 11, 1961, Synalar Cream was introduced to 
the medical profession as “a new' topical steroid, a 
new base, a new standard of effectiveness.” 


Clinical evidence since its introduction continues to 
point to its efficacy in speeding remission of many 
dermatoses previously resist- 


For a complimentary starter supply for three pa- 
tients, please use the coupon below. 

References: 1. Mills, J. S., et al.: J. Am. Chem. Soc. 
82:3399 (July 5) 1960. 2. Robinson, H. M., Jr.: 
A.M.A. Arch. Dermat. 83:149 (Jan.) 1961. 


Dosage and Administration: 


ant to other topical steroids. 
Robinson’ studied Synalar in 
149 patients with derma- 
toses usually seen in the der- 
matologist’s office; 137 ben- 
efited from Synalar therapy, 
‘only 12 were unimproved. 


What accounts for Synalar 
performance? First, it has 40 


times the topical potency of ar 


Special Note to Surgeons 
(and dermatologists 
with surgeon-patients) 


A number of surgeons have reported that 
Synalar is the first topical cream to help 
them with the lesions that so often flour- 
ish under rubber gloves. Syntex would be 
pleased to furnish Synalar Cream for physi- 


Synalar (0.025%) Cream is 
for topical use only. A small 
amount should be applied 
lightly to the affected skin 
area two or three times daily, 
as needed. The cream should 
be massaged gently and 
thoroughly until it disap- 
pears. Since Synalar is in a 
water-washable, vanishing 


hydrocortisone. Second, a 
specially prepared cream 
base smooths on easily over inflamed lesions in spar- 
ing amounts. Proved non-sensitizing in repeated 
insult patch tests on 200 patients, this water-wash- 
able base is odorless, non-staining, and cosmetically 
acceptable even to the fussiest patient. 


If you have not already done so, Syntex invites you 
to make your own Synalar evaluation. 


1. Select three of your most stubborn cases—derma- 
toses refractory to previous topical steroid ther- 
apy or hitherto responsive only to the systemic 
corticosteroids. 

2. Treat them with Synalar Cream for two weeks. 

3. Judge the results. 


0.025% fluocinolone acetonide, Syntex 


cream base, it is easily ap- 
plied and leaves no traces. 
Synalar may be used over long periods of time in 
specific conditions when deemed necessary. 


Precautions: Synalar Cream is virtually non-sensi- 
tizing and non-irritating. If idiosyncrasies are en- 
countered, Synalar should be discontinued and 
appropriate steps taken. In areas of infection, con- 
comitant antibacterial therapy may be indicated. In 
some instances, when an emollient effect is desired, 
dilution of the cream with equal parts of hydro- 
genated vegetable oil or petrolatum makes it more 
acceptable and effective. 


Supplied: 15 Gm. collapsible tubes. Available on 
prescription only. 


15 
Gm. 


Medical Department, Syntex Laboratories, Inc. 
10 East 40th Street, New York 16, N. Y. 
Please send me starter doses of Synalar Cream. 
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Today’s little “limey” needs a half barrel of orange juice 


...or, to be exact, a total of 2,106 ounces 
in his first two years. And how much 
he’ll need during his first twenty years 
would have to be measured by the truck- 
load, because the need for the nutrients 
contained in Florida orange juice con- 
tinues throughout life. 

How our little “limey” or any of your 
other patients obtain the vitamins and 
nutrients found in citrus fruits is im- 
portant to them and to you. There are 
sO many wrong ways, so many substi- 
tutes and imitations for the real thing. 


For a way that combines real nutri- 
tion with real pleasure, there’s nothing 
better than the oranges and grapefruit 
ripened under Florida’s own sunshine. 
Somehow, nothing can surpass the 
result of the combination of sun, air, 
temperature, and soil found in Florida. 

It’s good nutrition to encourage 
people to drink orange juice. It’s even 
more judicious to encourage them to 
drink the juices and eat the fruits 
watched over by the Florida Citrus 
Commission. These men set the world’s 


highest standards of quality in fresh, 
frozen, canned, or cartoned citrus fruits 
and juices. 

When you suggest to your patients 
that they have a big glass of orange juice 
for breakfast, or for a snack, or when 
they want to raid the refrigerator, the 
deliciousness of Florida orange juice will 
give you assurance that they'll want to 
carry out your recommendation. You’ll 
be helping them to the finest drink there 
is—by the glassful or the barrel. 

© Florida Citrus Commission, Lakeland, Florida 
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Pearson, William C., from 536 E. Glendale Ave., to 49 N. 
11th Ave., Glendale, Ariz. 

Pettigrew, A. L., from 4320 Atlantic Ave., to 3590 Elm Ave., 
Long Beach, Calif. 

Poliskin, Martin, from Lancaster, Pa., to 385 S. Third St., 
Brooklyn 11, N. Y. 

Posson, Charles R., from 4320 Atlantic Ave., to 3590 Elm 
Ave., Long Beach 7, Calif. 

Pulker, John H., from Livonia, Mich., to 642 S. Evergreen, 
Plymouth, Mich. 

Richardson, Hildreth L., from Lakewood, Calif., to 235 
Carlton Ave., Los Gatos, Calif. 

Ross, William M., from River Rouge, Mich., to 1311 Ann 
Arbor Road, Plymouth, Mich. 

Roth, Frank, from 4244 Livernois Ave., to 18518 Joy Road, 
Detroit 28, Mich. 

Rubinoff, M. Lawrence, from Flint, Mich., to Los Angeles 
County Osteopathic Hospital, 1200 N. State St., Los 
Angeles 33, Calif. 

Rumney, Ira C., from Ann Arbor, Mich., to Kirksville Col- 
lege of Osteopathy and Surgery, Kirksville, Mo. 

Running, Edwin N., Jr., from 5600 S. Bannock, to 5751 S. 
Nevada Ave., Littleton, Colo. 

Runyon, Sidney S., from 7941 Sarita St., to 1313 Holland 
Ave., Houston 29, Texas 

Ruth, George E., from Stouchsburg, Berks Co., Pa., to Route 
1, Wernersville, Pa. 

Rutledge, Gerald D., from 83 N. 20th St., to 614 Capital 
Ave., N. E., Battle Creek, Mich. 

Salach, Roderick C., from La Grange Park, IIl., to Chicago 
Osteopathic Hospital, 5250 S. Ellis Ave., Chicago 15, 
Ill. 

Saltzer, Arthur T., from Maywood, Calif., to 3706 Sunset 
Blvd., Los Angeles 26, Calif. 

Sarkin, Jan Ovsey, from Los Angeles, Calif., to 511 Meadows 
Drive, Glendale 2, Calif. 

Schermerhorn, Marvin R., from Pinckney, Mich., to 1415 
General Motors Road, Milford, Mich. 

Schillinger, J. Frederick, from San Diego, Calif., to 2606 
Fletcher Parkway, El Cajon, Calif. 

Schimmoller, Richard E., from Holts Summit, Mo., to Cam- 
denton Clinic & Hospital, Camdenton, Mo. 

Schmitt, Allen Dean, from Ranger, Texas, to 413 W. College 
St., Rising Star, Texas 

Schneir, Jerome A., from St. Louis, Mo., to 245 W. 104th 
St., New York 25, N. Y. 

Schroeder, Simon, from 4032 Wilshire Blvd., to 5410 Wil- 
shire Blvd., Los Angeles 36, Calif. 

Schulman, Delores, from Bay Village, Ohio, to 9058 E. 
Washington Blvd., Pico-Rivera, Calif. 

Schwaiger, Ernest P., from 609 American Investors Bldg., 
to 2715 Jensen Drive, Houston 26, Texas 

Scott, Jerry W., from 311 W. Pierce St., to 502 S. Osteo- 
pathy Ave., Kirksville, Mo. 

Scouten, George F., from 4320 Atlantic Ave., to 3590 Elm 
Ave., Long Beach 7, Calif. 

Shapiro, Bertram P., from 2351 E. Allegheny Ave., to 2061 
E. Susquehanna Ave., Philadelphia 25, Pa. 

Shedlock, Arthur G., from Delton, Mich., to 2135 Plunkett 
Court, Hollywood, Fla. 

Shuman, David, from 1728 Pine St., to 2225 Spring Garden 
St., Philadelphia 30, Pa. 

Smith, Morton T., from 6339 Biscayne Blvd., to 1401 S. W. 
First St., Miami 35, Fla. 

Sonesen, Marshall H., from 4625 Knight Drive, to 8612 Chef 
Menteur Highway 90 E., New Orleans 27, La. 

Sonneborn, Meyer R., from Wheeling, W. Va., to Wind 
Ridge, Pa. 

Souder, Robert L., from Ashland, Ohio, to 11733 8lst 
Place, N., Ridgewood Groves, Largo, Fla. 

Spoelstra, Paul C., from 2900 S. E. Steele St., to 5765 S. W. 
Oleson Road, Portland 25, Ore. 
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widely prescribed 


& 


“‘..every patient manifested 
some favorable response.” 


1. Welsh, A. L.: Report, Confe on the Manag 


in psoriasis 


Alphos 


allantoin and special coal tar extract 


Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.” In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 


of Chronic Dermatoses, University of Cincinnati 


Available: Alphosy! Lotion in 8 oz. bottles. 


College of Medicine, Cincinnati, Ohio, November 4-5, 1959. 


REED & CARNRICK | Kenitworth, New Jersey 


CREAM AND SHAMPOO 


allantoin/hexachlorophene/special coal tar extract 


CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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... Satisfies the majority of the criteria demanded 


of a moderately potent non-specific analgesic agent 


.... safe... for acute and chronic pain.... 


In the relatively short period since its introduction, Ana- 
lexin has compiled an impressive record of success and 
safety in relieving a wide variety of painful states seen by 
the osteopathic physician. In analgesic effectiveness, 
Analexinis within the range of codeine, yet Analexinis non- 
narcotic and not narcotic related, and there is no evidence 
suggestive of tolerance or cumulative toxicity.!® In fact, 


Analexin®—for relief of pain. Each tablet contains 200 
mg. phenyramidol HCI]. DOSAGE: Generally, 2 tablets at 
onset of pain, followed by 1 or 2 tablets at intervals of one 
to 4 hours as needed. 


Analexin-AF®—for relief of pain complicated by inflam- 
matory processes. Each tablet contains 100 mg. pheny- 


Analexin is so safe, it may be administered hourly if ramidol HCI and 300 mg. aluminum aspirin. DOSAGE: 
necessary, depending on the degree of relief required. Generally, 2 tablets at onset of pain, followed by 1 ar 2 


- : tablets at intervals of one to 4 hours as needed. 
If you have been waiting for a safer, more effective analge- 


sic, with a broad range of applications, why not consider Analexin® Syrup—convenient dosage form for children 
Analexin? Proof of its performance is shown below... and adults. Each 5 cc. contains phenyramidol salicylate 
and you may find it invaluable in relieving pain that 100 mg. DOSAGE: Children—under 3 yrs., 1 tsp. 3 or 4 
results from numerous other disorders you encounter in times daily; 3-12 yrs., 2 tsp. 3 or 4 times daily. Adults— 


your practice. 2 to 4 tsp. every one to 4 hrs. 


TYPICAL RESULTS WITH ANALEXIN* AND ANALEXIN-AF 


CONDITION pain associated with: 
genitourinary conditions! 

gall bladder colic! 

abdominal pain! 

epigastric pain? 

premenstrual tension headache® 

postpartum pain® 

dysmenorrhea®? 

myositis, myalgia and tendinitis? 

osteoarthritis’ 

rheumatoid arthritis’ 

arthralgia’ 

pelvic pain (chronic P.1.D., endometriosis, etc.)? 
acute, chronic and traumatic musculoskeletal disorders’ 
Totals 


No. of patients Relief 


Slight or no relief 


*Generically designated as phenyramidol HCI in clinical trials. 


1. Batterman, R. C.: Ann, New York Acad. Sc. 86:203, 1960. 2. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 3. O'Dell, T. B., ef a/.: J. Pharmacol. & Exper. Therap. 128:65, 
1960. 4. O'Dell, T. B., ef a/.; Fed. Proc, 18:1694, 1959. 5. Gray, A. P., ef a/.: J. Am. Chem. Soc. 81:4347, 1959. 6, Wainer, A. S.: Clin, Med. 7:2331, 1960. 7. Clinical data from the 
files of the Medical Dept., Irwin, Neisier & Co., 1959, 8, Batterman, R. C., ef a/,; Am, J, Med, Sc, 238:315, 1959, 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
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High Tissue and 
Blood Levels 


High blood levels produce anti- 
bacterial activity in deep tissue 
at the focus of infections. 
SuLFOosE containsthree independ- 
ently soluble sulfonamides to 
help protect against crystalluria. 


MEDICINE 


JOURNAL A.O.A., VOL. 61, OCT. 196! 


Efficacy 
and 
Economy 
in 

Sulfa 
Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e SULFOSE is economical 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 


Sulfamethazine) 


For further information on limitations, administration, 
and prescribing of SULFOsE, see descriptive literature or 
current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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Oatmeal breakfasts are 


naturally nutritious— 
help speed recovery 
after “flu” 
or colds 


her Oat 
and Meer Oats QUAKER = 
are the same 


fine product. 


Oars 


When you recommend hot Oatmeal, mother will 
remember that it is a naturally nutritious food, rich 
in protein, thiamine and minerals. She knows it 
makes a breakfast the patient will enjoy. And she 
knows this is precious extra care which only mother 
can provide. 

Each ounce of Quaker Oats provides 110 calories, 
16.7% protein, 6.9% fat, 62.4% carbohydrates, and 
1.5% roughage (crude fiber). Quaker Oats with milk 
contributes substantially to the dietary allowances 
recommended for thiamine, riboflavin, niacin and 
iron. Rich in phosphorus, low in sodium, Oatmeal 
has a high degree of dietary usefulness. 

For additional information write: Medical Service Dept. 


OATS MOTHERS The Quaker Oats Company 


CHICAGO 54, ILLINOIS 
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_ ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 
SulfamethyI!thiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
dosage, high 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 


Mfecions 
| 
| 
CONTAINS: Suladyne treats the infection and at the same 
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AS MEDICINE PROGRESSES— 
LIPPINCOTT PUBLISHES 


Some Recent Releases: 


1. Falls & Holt’s AN ATLAS OF 
OBSTETRIC COMPLICATIONS 
700 Pages, 622 Illustrations, including 203 Color Over- 
lays and 39 Full-Page Color Plates. 1961. $40.00. 


2. Berens & King’s AN ATLAS OF 
OPHTHALMIC SURGERY 
623 Paaes. 273 Illustrations. 1961. $28.00. 


3. Graber’s 
GYNECOLOGIC ENDOCRINOLOGY 
218 Pages. 1961. $7.50. 


4. Lever’s HISTOPATHOLOGY OF 
THE SKIN (New 3rd Edition) 
653 Pages, 320 Illustrations, 8 in Color. 1961. $15.00. 


5. CLINICAL ORTHOPAEDICS +20— 
Disorders of the Shoulder Joint 
272 Pages, 223 Illustrations and 27 Tables. 1961. Sin- 
gle Copies: $7.50. By Sustaining Subscription: $6.00 
Per Volume. 


6. Harkins, Moyer, Rhoads & Allen’s 
SURGERY: Principles and Practice 
(New 2nd Edition) 

1,595 Pages, 652 Illustrations. 1961. $17.00. 


7. Burket’s ORAL MEDICINE 
(New 4th Edition) 


609 Pages, 420 Illustrations, including 40 in Color. 
1961. $15.00. 


8. Colby, Kerr & Robinson’s COLOR 
ATLAS OF ORAL PATHOLOGY 
(New 2nd Edition) 

201 Paaes. 485 Color Illustrations. 1961. $14.60. 


9. Corcoran’s 
A MIRROR UP TO MEDICINE 
506 Paaes. 1961. $5.75. 


10. Neil’s BASIC BIOCHEMISTRY 
360 Pages, Illustrated. 1961. North American Market 
Only. $6.75. 


11. POLIOMYELITIS: Papers and Discus- 
sions Presented at the Fifth Interna- 
tional Poliomyelitis Conference 
435 Paces, 178 Illustrations. 1961. $7.50. 


12. PROCEEDINGS OF THE FOURTH 
NATIONAL CANCER CONFERENCE 


774 Pages, 242 Illustrations and 231 Tables. 1961. 
$9.00. 


13. McGowan & Sandler’s 
THE ADRENAL CORTEX 
226 Pages, 75 Illustrations, 1961. North American 
Market Only. $5.00. 


14. Ham & Leeson’s HISTOLOGY 
(New 4th Edition) 


942 Pages, 589 Illustrations, including 8 Color Plates. 
1961. $11.00. 


15. Thomson’s 
THE PRACTITIONER’S HANDBOOK 


711 Pages, 21 Illustrations. 1961. United States Market 
Only. $12.50. 


J. B. LIPPINCOTT COMPANY 

East Washington Square, Philadelphia 5, Pa. 

In Canada: 4865 Western Avenue, Montreal 6, P. Q. 
Please send me the books the numbers of which are circled 
below: 


1 2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
NAME 

ADDRESS 

CITY ZONE STATE 

() Payment Enclosed © Charge, Bill Later 

] Convenient Monthly Payments JAOA-10-61 
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Staab, Richard C., from Kansas City, Mo., to 815 S. Denver 
Ave., Tulsa 19, Okla. 

Steinberg, Paul, from 1302 Levick St., to 1626 S. Seventh 
St., Philadelphia 48, Pa. 

Stirling, Ralph Earl, from Los Angeles, Calif., to 31542 
Coast Highway, South Laguna, Calif. 

Strom, Gilbert H., from St. Louis, Mo., to 410 W. Seventh 
St., Plainfield, N. J. 

Sunshine, Ian, from Lancaster, Pa., to 61-61 Dry Harbor 
Road, Middle Village 79, N. Y. 

Thomas, J. Edwin, Jr., from Philadelphia, Pa., to 3041 W. 
Chester Pike, Broomall, Pa. 

Tieke, Elsa M., from 275 Washington Ave., to 420 Clinton 
Ave., Brooklyn 38, N. Y. 

Tisdale, Clark Duane, from Houston, Texas, to Box 337, 
Moulton, Texas 

Todd, Norbert W., from Bellefontaine, Ohio, to 4400 Jack- 
man Road, Toledo 12, Ohio 

Toy, William G., from Highland Park, Mich., to 23440 
Oneida, Oak Park 37, Mich. 

Trepanier, Donald Raymond, from Detroit, Mich., to Sagi- 
naw Osteopathic Hospital, 515 N. Michigan Ave., Sagi- 
naw, Mich. 

Truan, Philip B., from Garden City, Mich., to 2901 New- 
burgh Road, Wayne, Mich. 

VanDerburgh, Arthur J., from Kirksville, Mo., to 420 De- 
Clark St., Beaver Dam, Wis. 

Vermillion, Richard Eugene, from Des Moines, Iowa, to 
Ogden, Iowa 

Veronesi, John N., from Grove City, Pa., to 173 N. Main 
St., Cambridge Springs, Pa. 

Vigorito, Thomas F., from Dayton, Ohio, to Osteopathic 
Hospital of Kansas City, 926 E. 11th St., Kansas City 
6, Mo. 

Wagner, Clark N., from 10807 Market St., to 1313 Holland 
Ave., Houston 29, Texas 

Weast, William Sterling, from 100 W. Osborn Road, to 96 
W. Osborn Road, Phoenix 13, Ariz. 

Weitemier, Harry J., from Whittier, Calif., to 7715 Mariposa 
Ave., Citrus Heights, Calif. 

Whetmore, Clayton E., from Detroit, Mich., to Box 307, 
Concord, Mich. 

Whitney, Elmer I., from Sheridan, Mich., to Route 3, Box 7, 
Stanton, Mich. 

Widney, Roderick K., from 1560 Humboldt St., to Lamb 
Memorial Hospital, 1535 Park Ave., Denver 18, Colo. 

Wilkinson, W. C., from Clovis, N. Mex., to Box 668, Jupiter, 
Fla. 

Williams, Mona, from 118 E. 64th St., to 167 E. 67th St., 
New York 21, N. Y. 

Williams, Wallace S., from Fort Worth, Texas, to 305 S. 
Main St., Box 436, Mansfield, Texas 

Williams, Wilbur E., from Los Angeles, Calif., to 14453 
Riverside Drive, Sherman Oaks, Calif. 

Wilson, Cleo David, From Philadelphia, Mo., to Box 8, 
Bridgewater, Iowa 

Young, Donald C., from 2613 Sunset Blvd., to 2528 Sunset 
Blvd., Houston 5, Texas 

Ziegler, Ronald, from Grove City, Pa., to 116 Littleton 
Road, Morris Plains, N. J. 


Applications for membership 


Michigan 
Hoyt, Thomas L., (Renewal) 31515 Joy Road, Garden City 
Ladd, F. C., (Renewal) Box 26, Mendon 


Missouri 
Moore, C. S., (Renewal) Box 355, Pierce City 
Oklahoma 


Bradshaw, J. Owen, (Renewal) Bradshaw Hospital & Clinic, 
130 A St., S. W., Miami 
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if itis 
a muscleitis or 
bursitis 
itis 
Sigmagen’ 
responsive 


For six years in the vast muscle-itis and bursitis 
areas where analgesics fail to provide adequate 
relief, SiGMAGEN has offered greater certainty of 
clinical success. 

SiaMaGEN provides a conservative, in-between level 
of therapy — far more capable than analgesics, yet 
not approaching high steroid dosage levels. 

Your use of SigmaceENn will swiftly allay the pain and 
quiet the inflammatory processes in mild rheuma- 
toid arthritis, bursitis, myositis and fibrositis. 
Meticorten® (prednisone) 


; the classic steroid therapy 0.75 mg. 
Acetylsalicylic acid 
for anti-inflammatory-analgesic action............. 325 mg. 
Aluminum hydroxide 
buffering for better toleration 75 mg. 
Ascorbic acid 


anti-stress supplementation 20 mg. 


For complete details, consult latest Schering literature 
available from your Schering Representative or Medical 
Department, Schering Corporation, Bloomfield, New Jersey. 
Bibliography: 1. Cohen, A., et al.: J.A.M.A. 165: 225, 1957. 
2. Spies, T.D., et al.: J.A.M.A. 159: 645, 1955. 3. Moravec, 

C.L. and Moravec, M.E.: Clin. Med. 7:2322, 1960. H-387 


Sigmagen 


corticoid analgesic compound 


iy 


For mechanical treatment of spinal 
disorders involving both the sacro- 
iliac joints and the lumbo-sacral 
articulation. Medium back depth 
extends to include the fifth lumbar 
vertebra. OTC Model 368-E. 


“DESIGNED FOR 


| DOCTORS’ 


Each OTC Surgical Support or Orthopedic 
Appliance is designed to aid the physician in securing the 
desired therapeutic effect, consistent with the patient’s 


comfort. In concept and in construction, OTC is 


guided by the principle that each garment 


must merit the physician’s approval and the patient’s 

NEW UNIVERSAL CERVICAL COLLAR— 

readily and accurately assembled either as 

acceptance, for it is “Designed for Doctors’ Prescriptions.” regulation plastic collar, as Queen Anne 
style collar, or as torticollis support to 
achieve right or left lateral extension. Can 
be arranged in varying depths front and 
back, and in varying circumferences (see 


Write for the OTC reference catalog, illustration). VELCRO plastic fastening 
1 th . f the qualified makes possible this virtually universal ad- 
and the name o, q justability. OTC Model 1343, circumferences 
OTC dealer in your area. Small (13¥2"-15¥2"), Medium (15¥2’-17¥2"), 
Large Patent pending. 
\ 
\ 
\ 


division of surgical appliance industries, inc. 
DEPT. 8 28 W. 7th ST., CINCINNATI 2, OHIO Branches: New York, San Francisco, Ottawa 
Supports *¢ Orthopedic Appliances ¢ Surgical Hosiery * Specialties 


A-218 


| 
| 
| 
| 
| | 
mit g 
\ 
f 
| 
| 
| 
| 
ge * 
: 
| 


ADVERTISERS’ INDEX 


Abbott Laboratories, A-83, 84, 187, 188 

Alkalol Co., The, A-181 

American Osteopathic Association, A-52, 
198 


American Sterilizer Co., A-163 

Ames Company, Inc., A-58 

Amfre-Grant, Inc., A-100 

Armour Pharmaceutical Co., 
137 

Ayerst Laboratories, A-73 


A-135, 136, 


Baker Laboratories, Inc., The, A-87 
Bard-Parker Co., Inc., A-75 
Baxter, Don, Inc., A-101, 102 
Becton, Dickinson & Co., A-145 
Breon Laboratories, Inc., A-108 
Burdick Corp., The, A-109 

Burns Cuboid Company, A-181 
Burroughs Wellcome & Co., A-104 


Cambridge Instrument Co., A-207 

Carnation Company, A-78, 79 

Chatham Pharmaceutical, Inc., A-219 

Chesebrough-Ponds, Inc., A-156 

Chicopee Mills, Inc., Professional 
Products Div., A-180 

Ciba Pharmaceutical Products, A-169, 
179, Cover 4 

Colwell Co., The, A-202 

Cooper Tinsley Laboratories, Inc., A-114 


DePuy Mfg. Co., A-202 
Desitin Chemical Co., A-92, 168 
Dome Chemicals, Inc., A-200 


Eaton Laboratories, A-33, 133 
Endo Laboratories, A-23, 91 


Flint, Eaton & Co., A-90, 194, 195 
Florida Citrus Commission, A-210 


Gebauer Chemical Co., A-181 
Geigy Pharmaceuticals, A-132 
General Electric Company, A-59 
Gerber Products Co., A-71 


Hoyt Pharmaceutical Corp., A-164 


Irwin, Neisler & Co., A-212 


Kremers-Urban Co., A-190 


Lakeside Laboratories, .Inc., A-70, 177, 
197 

Lea & Febiger, A-186 

Lederle Laboratories, A-8, 9, 48, 49, 160, 


170, 171, 201 
Leeming, Thos., & Co., Inc., A-81 
Lilly, Eli & Co., A-17, 18, 19, 20, 74 
Lippincott, J. B., Co., A-216 
Lloyd Bros., Inc., A-66, 72 
Lorvic Corp., The, A-134 


Massengill, S. E., Co., 
205 

McNeil Laboratories, Inc., A-46, 96, 97, 
144, 166, 167 


A-106, 107, 204, 


JOURNAL A.O.A., VOL. 61, OCT. 1961 


Mead Johnson & Co., A-6, 7, 44, 60, 61, 
88, 89, 103, 127, 172 

Merck Sharp & Dohme, A-13, 35, 69, 
116, 117, 118, 130, 158, 158, IZ, 
174, 175, 176, 185, 206, 220 

Merrell, Wm., S., Company, A-68, 129, 
146, 147 


Pharmaceutical Corp., A-15, 65, 


ore Div., Surgical Appliance Industries, 
A-218 


Parke, Davis & Co., A-64, 93, 191 

Pfizer Laboratories, A-34, 153, 154, 208 
Philips Roxane, Inc., A-16 
Pitman-Moore Co., A-30, 31 

Procter & Gamble, A-10, 11 

Purdue Frederick Co., The, Cover 2 


Quaker Oats Co., The, A-214 


Reed & Carnrick, A-211 

Riker Laboratories, A-36, Cover 3 

Roche Laboratories, A-29, 56, 57 

— 5. & Co., A-24, 85, 110, 111, 
15. 

Roussel Corp., A-115, 157 


Sandoz Soman, A-26, 27, 80, 
130, 148 

B., Co., A-4 

Schering Corp., A- 3, 31, 50, 51, 105, 217 

Schmid, Julius, Inc., A- 162, 192 

Searle, G. D., & Co., A-5, 182, 183 

Sherman Laboratories, A-140 

Shield Laboratories, A-98 

Smith. Kline & French Labs., A-128 

Squibb, E. R., & Sons, A-14, 193 

Strasenburgh Laboratories, A-42, 150, 
151 

Stuart Co., The, A-12, 32, 82. 184, 215 

Syntex Laboratories, ‘4-99, 209 


U.S. Vitamin & Pharmaceutical Corp., 


A-94, 95 
Upjohn Co., A-45, 149, 196 


Vitaminerals, Inc., A-47 


Wallace Laboratories, A-28, 63, 77, 165, 
20 


3 
Warner-Chilcott Laboratories, Div., A-1, 
37, 38, 39, 41, 112, 113 
White Laboratories, Inc., A-22, 67, 141, 
142, 143, 161, 189 
Williams, J. B:, Inc., A-178 
Winthrop Laboratories, A-25, 40, 138, 


199 
Wocher, Max, & Son Co.. A-198 


Wyeth Laboratories, A-45, 53, 54, 55, 76," 


Tio. 120, 121, 122, 123, 124, 125, 213 
Wynn Pharmacal Corporation, A- 62, 126, 
152 


before, 
and 
after 

surgery 


KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials. 


Chatham Pharmaceuticals, Inc. LU, ») 
Newark 2, New Jersey 
Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 


KOAGAMIN 


(parenteral hemostat) 


controls 


maximum 
safety 
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| SUCCINYLSULFATHIAZOLE— 
WEOMYCIN SUSPENSION 
| ; a with PECTIN and KAOLIN 
| CAUTION: Federal law prohibits 
. 3 ing without prescription. 
Merck Sharp & Dohme 
Division of Merck & Co., INC. 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINEs succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 
Additional information on CREMOMYCIN is available to physicians on request. 


(= MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


AND SUL ARE OF MERCK & CO., INC. 
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NON-NARCOTIC 


chlophedianol hydrochloride 


SYRUP 


for control of acute cough regardless of etiology 


cough 

suppressant equal narcotics 

action 

duration 

of action narcotics 

side 

actions narcotics 
CONTRAINDICATIONS: 


ULO 


A single chemical entity, 
alpha-(2-dimethylamino- 
ethyl)-o-chlorobenzhydrol 
hydrochloride, generically 
termed ‘‘chlophedianol hy- 
drochloride.”” 


INDICATIONS: 
Upper respiratory infections 
Common cold 
Influenza 
Pneumonia 
Bronchitis 
Tracheitis. 
Laryngitis 

Croup 

Pertussis 
Pleurisy 


There are no known contraindi- 
cations. 


SIDE EFFECTS: 

These occur only occasionally 
and have been mild. Nausea 
and dizziness have occurred in- 
frequently; vomiting and drowsi- 
ness rarely. As with all centrally 
acting drugs, an infrequent case 
may develop excitation, hyper- 
irritability and nightmares. The 
symptoms disappear within a 
few hours after the drug is dis- 
continued. In three cases (1 
adult and 2 children) where the 
drug was continued in large or 
even excessive amounts after 
stimulation was present, hallu- 
cinations developed. Upon with- 
drawal of the medication, the 
patients recovered rapidly with- 
in a few hours, 


The cough suppres- 
sant power of ULO 
is fully as great as 
that of the narcotics, 
though it reaches 
peak action some- 
what more slowly. 


After reaching peak 
action, ULO main- 
tains its maximal 
cough-suppressant 
effect undiminished 
for 4 to 8 hours. 


ULO is free from the 
limitations and un- 
desirable side ef- 
fects of narcotics... 
There is no constipa- 
tion; no gastric irri- 
tation; no appetite 
suppression; no tol- 
erance develop- 
ment; no respiratory 
depression. 


DOSAGE: 


ADULTS: 
25 mg. (1 teaspoonful) 3 or 4 
times daily as required; 

CHILDREN: 
6 to 12 years of age —12.5 to 25 
mg. (4 to 1 teaspoonful) 3 or 
4 times daily as required; 
2 to 6 years of age—12.5 mg. 
(4% teaspoonful) 3 or 4 times 
daily as required. 


‘AVAILABILITY: 


ULO Syrup, 25 mg. per 5 cc. (1 
teaspoonful) in bottles of 12 
fluid ounces. 


CAUTION: 
Federal Law Prohibits dispens- 
ing without Prescription. 


RIKER LABORATORIES, INC. 
NORTHRIDGE, CALIFORNIA 
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stop pain with Nupe acme 


dibucaine CIBA) 
... For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


IBA 


SUMMIT, N. J. 


stop hemorrhoid pain with 
SUPPOSITORIES. 
exact dosage * fast acting 
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